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BANK 


SALICYLATE 


(Brand of carbazochrome salicylate) 


Adrenosem helps conserve the patient’s own 
blood. Adrenosem is accepted pre-op medica- 
tion because it reduces the need for transfusion. 


Adrenosem controls excessive capillary bleed- 
ing by decreasing capillary permeability while 
promoting the retraction of the _ severed 
capillary ends. Adrenosem’s control of bleed- 
ing results in a clearer operative field. Reduc- 
tion of postoperative ooze and seepage results 
in fewer calls on the nursing staff. 


The safety and effectiveness of Adrenosem are 
proved by the administration of over 17 million 
doses in thousands of hospitals during the past 
7 years. There are no contraindications to Adrenosem 
at recommended dosage levels. 


SUPPLIED: For I.M. injection only—Ampuls: 5 mg., 1 
cc., packages of 5 and 100; 10 mg., 2 cc., packages of 5. 
For oral administration—Syrup: 2.5 mg. per 5 cc. (1 tsp.), 
bottles of 4 oz. Tablets: 1 mg. (s.c. orange), bottles of 50, 
and 2.5 mg. (s.c. yellow), bottles of 50. 


WRITE FOR DETAILED LITERATURE 
AND DOSAGE INFORMATION, 


*U.S. Pat. Nos. 2581850: 2506294 
THE s. cE. MASSENGILL COMPANY 


Bristol, Tennessee 
New York . Kansas City . San Francisco 
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previous type with 45% less fat! 


St. Mary’s Hospital, Kansas City, Mo., replaced 
two 18-inch fryers with two 14-inch Keating 
Gas Fryers in a 1,500 meal-a-day operation. The 
smaller, high-speed Keatings — holding 38 lbs. 
of fat each, compared to 68 Ibs. in the previous 


type — now do the same work faster and better 


with 45% less fat. 


These Keating Fryers will soon pay for them- 
selves in fat savings and with the unbeatable 
fuel economy of gas. Moreover, they turn out 
tastier, more digestible foods with the precise 
control of gas heat. No excess fat seeps in to 


make food soggy. This is controlled fat absorp- 


tion — load after load, day after day. 
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Keating Gas Fryers give you all the advantages 
of gas: instant recovery, precise control, clean- 
liness, flexibility, dependability and economy. 


For information on Keating Gas Fryers, see 
your local Gas Company’s Commercial Sales 
Specialist. Or write Keating of Chicago, Inc., 
1210 West Van Buren St., Chicago 7, Illinois. 
American Gas Association 


FOR FRYING... 
GAS IS GOOD BUSINESS! 
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BARD- PARKER 
STERILE BLADES 


= 
in the puncture-resistant 
CARBON 
: : SHARP at equal hardness—carbon holds its cutting edge 
longer. 


RIGID the ‘RIB’—exclusive with the B-P RIB-BACK car- 
bon steel blade gives extra rigidity. Rolling a ‘rib’ on 
stainless is difficult and too costly. 


SAFE danger of breakage during surgery is minimized— 
carbon has a greater degree of toughness without em- 
brittlement. 


STAINLESS 


CORROSION RESISTANT will not corrode when subjected to 
a reasonable period of thermal sterilization. 


ECONOMICAL resterilization of exposed but unused blades 
eliminates ‘discards’—saves costs. 


TIME-SAVING may be attached to handles for emergency 
use in put-ups involving cardiac arrest, tracheotomy, 
paracentesis, or wherever pre-assembly is necessary. 


BARD-PARKER BLADES are available: No#Storilé o-P RIB-BACK carbon steel (6 of one size 


Sterdlé RiB-BACK carbon steel {individual package) Packesel 
B-P stainless steel (individual package) B-P RACK-PACK RIB-BACK — steel (gross and 


half gross units of one size) 


DANBURY. CONNECTICUT | 
A DIVISION OF BECTON. DICKINSON AND COMPANY 


BP BARD-PARKER COMPANY, INC. 
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ways to improve patient care 
and hospital efficiency 


. ». through the functional use of communications and sound 


Well-planned Executone sound-communication systems can 
perform heroic labors in the hospital. More than 30 different applications have been 
designed. Seven broad areas are detailed here. They are capable of lifting 
many burdens that high costs and personnel shortages impose on 
patients, administrators and staff. 


2. Raise nurses’ productivity; improve bed-patient care 
: ...in new and existing hospitals 


1. Provide for instant 
command-response in surgery 


Time and motion studies have proved nurses at any given moment, or the num- 
that nurses’ foot travel can be reduced ber of calls registered. 
by as much as 65%. At the same time, — provisions to avoid a patient's being 
_ more duties can be assumed by order- unable to signal. 


lies, aides and Practical Nurses. The 
source of these skilled-labor-savings is 
the Executone audio-visual nurse call sys- 
tem. It can make a reduced nursing staff 


d. psychological reassurances—of the 
proper registration of a patient's call, 
and the maintenance of his privacy. 


more responsive to the patients’ needs. e. foolproof, urgent-priority call regis- 
In most cases, it can be installed using tration from bathroom stations. 
tj b con f. use of the system to monitor sounds 
fe ives Can be saved by immediate re- audio-visual system will incorporate the 


in post-operative cases, polio or seclu- 


sponse to doctors’ commands in the Sur- followina factors: 
ollowing factors: -sion wards, nurseries, etc. 


gical Suite. It is vital that a surgeon obtain 
assistance from remote departments with : 
as much dispatch as he receives an in- vanced nurse call equipment will show. 
strument from his Operating Nurse. He you how all these functions and safe- 
may, for instance, have to suspend an b. operation of the. system with all its guards can be implemented, and a sys- 
operation until a report on a specimen advantages regardless of the location of tem designed for any set of requirements. 


a. ability of patients, including those 
unable to move or speak normally, to use 
the system effortlessly. | | 


A demonstration of Executone’s ad- 


can be obtained from Pathology .. . until 
can fill an unforeseen need. | 3 
Executone’s intercom systems put these 
services at the surgeon's immediate dis- 
posal. They fulfill special requirements 
of the Operating Room—explosion- 
proofing foot-operation . .. extremely 
well-modulated voice reproduction. 
They can, in addition, be used to trans- 
mit 2-way voice communication between 
J+ the surgeon and students. 
iq In other than surgical areas where 


tors that many frequently neglect these 
essentials. Confusion and delays result. 
Executone, however, makes available a 


3. Ease doctors’ variety of systems designed to relieve 


this condition. One notable advance is 
registration 
Executone’s simplified, one-stop register- 


message problems and-message facility. 


This facility is made available to the 
-—_—— doctor at all habitually used entrances. 


=i | urgent situations arise, action can almost Each register is tied in to a central com- 
aN always be expedited by properly-speci- In-out registration and message col- _— pact “memory” unit at the hospital mes- 
e§- fied Executone communications. lection duties are so burdensome todoc- — sage center. The doctor need only punch 
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his own 3-number code into the nearest 
register and indicate whether he is en- 
tering or leaving. This information is 
stored in the “memory” unit and is: in- 
stantly available at any register. If there 
are messages for a doctor when he uses 
a register, a blinking light alerts him, and 
he may speak to the message center by 
2-way intercom. The use of a central 
“memory” unit makes possible significant 
economies in wiring. 


4, Increase the versatility of 
doctor-paging systems 


The paging facilities in today's hospi- 
tal can offer a far greater range of serv- 
ice—thanks to Executone’s multi-purpose 
systems. Not only does this equipment 
make possible a variety of interchange- 
‘able paging methods, but it will accom- 


modate background music and alarm 


functions as well. 
In addition to the conventional all- 
- hospital page, the Executone-equipped 
paging center may use: 


zoned paging. A sequence of zoned 
pages will usually locate a doctor with- 
out disturbing the entire hospital. A typi- 
cal sequence might be: obstetrical suite 
... Maternity ward .. . doctors’ lounges 
and dining rooms. | 


localized paging. This system operates 
as above—with this exception: On floors 
or wards served by nurses’ stations, pag- 
ing is restricted to the duty area. The 
nurse completes the page by selective 
use of the nurse call system. This method 
gives maximum quiet in patient areas, 


5. Make the hospital environment more congenial 


Sound can be genuinely therapeutic. 
Leading administrators attach great im- 
portance to its use for diversion and en- 
tertainment. They favor the availability 
of music—in wards and labor rooms, for 
example, as well as waiting rooms and 
visitors’ facilities. Chapel services can 
be transmitted to the rooms of patients 
who so desire. 

Executone's versatile paging and 
nurse call. systems readily handle these 
additional functions. For example, each 
patient can be supplied with an Execu- 


~ tone Pillow Speaker and controls. This 


remarkably compact instrument is a high 
quality sound reproducer . . . radio sta- 
tion and TV channel selector . . . volume 
control . . . and nurse call.cord set—all 
in one. No radios are needed in the 
rooms. Programs—and records or tapes 
—originate at a central control rack. 


6. Speed internal action; 
keep telephone lines free 


communication in the hospital often re- 
sults in delay and switchboard conges- 
tion. Efficiency requires a channel of 
communication independent of the tele- 


7. Expedite out-patient, 
clinic and 
emergency service 


Traffic can be made to flow smoothly, 
and doctors’ time conserved, by effec- 
tive communications in departments serv- 
ing ambulatory patients. Emergency 
admissions, too, can be handled with 
efficiency . . . day and night. 

Executone intercommunication — bé- 
tween nurses’ stations and the medical 
facilities they serve —is the key to im- 


phone .. . in order that administrator§ 
may have direct contact with heads of 
departments . . . that related depart- 
ments be in instant touch with one an- 
other .. . that there be adequate inter- 
com facilities within departments. 

Executone’'s intercom systems have 
proved their worth in hundreds of hospi- 
tals —in terms of increased staff pro- 
ductivity, time savings, and freeing 
switchboards for rapid response to 
emergency calls. 


J 


proved operation in these areas. An 
ambulance entrance which is not regu- 
larly staffed at night can be made func- 
tional around the clock—by the use of an. 
outdoor Executone ambulance intercom 
station to summon proper personnel upon 
arrival of an emergency case. 


THIS COUPON WILL BRING YOU IDEAS... INFORMATION ... ASSISTANCE —WITHOUT OBLIGATION 


EXECUTONE EXTRAS 
Your local Executone distributor offers: 


e Expert planning service ¢ Free instruction of your people 
e Factory-trained crews to supervise installation; provide 

“On-premises maintenance Proved design standards 
e Full-year guarantee ¢ A single responsible source for all 
hospital communication and sound systems 


COMMUNICATION and SOUND SYSTEMS 
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[] nurse call systems 


doctor paging systems 
in-out register systems 


£xecutone, Inc., Dept. G-5, 415 Lexington Avenue, New York 17, N. Y. 
At no obligation, please send me information on: 


departmental intercom systems 
entertainment programming 
systems 


| 
(other) 
| This is for [.] new construction [_] existing hospital 
Name Title 

Address. 
; City Zone State sail 
| 


. In Canada: 331 Bartlett Avenue, Toronto 


| 
Reliance on the telephone for internal 
| 
= 
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the longer accounts receivable 


stay on your books... 


THE MORE IT 


Patients’ overdue bills lose their value 
fast. In just five short years they can 
drop as much as 99 cents on a dollar 
—the first 33 cents in 6 months! The 
speed used in turning these bills from 
figures on the ledger to cash in the 
bank is important. 

A call to your ACA collector results 
in fast, efficient service. He can turn 
your hospital’s collecting into an auto- 
matic function with a regular sched- 
ule for picking up your overdue bills 
and turning them into cash. You pay 
for only those he collects. Because 
he’s a professional, skill and tact are 
always used in approaching patients. 

Look for the name of your nearest 
ACA collector in the Yellow Pages 


or write: 


AMERICAN COLLECTORS 
ASSOCIATION, inc. 


hospital association meetings 


Sept. 


AMERICAN HOSPITAL ASSOCIATION 
| NATIONAL MEETINGS 
1962 


-Jan. 3l-Feb. 1—Midyear Conference of Presidents and Secretaries, 


Chicago (AHA Headquarters) 
17-20—64th Annual Meeting, Chicago (McCormick Place) 


MEETING AND INSTITUTE 
CALENDAR 


THROUGH MARCH 1962 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


2-4 
2-6 
2-6 
2-6 
5-6 
9-i2 


9-13 
10 


10-12 
11-12 
11-12 
11-13 
11-13 


12 
12-13 
16-17 
16-17 
16-19 
16-19 
17-18 
17-19 


19-20 
19-21 


22-24 
22-25 


22-27 
23-29 
23-27 
24-25 
24-27 


25-28 
26-27 


27-28 


OCTOBER 


Hospital Laundry Management and Operation, Baltimore 
(Lord Baltimore Hotel) 

American College of Surgeons, Clinical Congress, Chicago 
(Conrad Hilton Hotel) 

American Nursing Home Association, Cleveland (Pick-Carter 
Hotel) 

National Federation of Licensed Practica] Nurses, Inc., St. 
Paul (Saint Paul Hotel) 

Saskatchewan Hospital Association, Regina (Hotel Sas- 
katchewan) 

American Association of Medical Record Librarians, Phila- 
delphia (Benjamin Franklin Hotel) 

Nursing Service Administration, Chicago (AHA Headquarters) 
Hospital Association of Rhode Island, Providence (Sheraton- 
Biltmore Hotel) 

Associated Hospitals of Alberta, Calgary (Hotel Palliser) 
Utah State Hospital Association, Salt Lake City 

Vermont Hospital Association, Burlington (Vermont Hotel) 
Hospital Safety and Insurance, Dallas, Tex. (Adolphus Hotel) 
Missouri Hospital Association, St. Louis (Sheraton-Jefferson 
Hotel) 
Association of Delaware Hospitals, Daver 

Nebraska Hospital Association, Lincoln (Cornhusker Hotel) 
National Council on the Aging, New York City 

Idaho Hospital Association, Boise (Elks Lodge) 

Staffing Departments of Nursing, Cincinnati (Sheraton-Gibson 
Hotel) 

American Dental Association, Philadelphia (Sheraton Hotel 
and Convention Hall) 

South Dakota Hospital Association, Sioux Falls (Sheraton- 
Cataract Hotel) 

British Columbia Hospital Association, Vancouver (Hotel 
Vancouver) 

Arizqna Hospital Association, Phoenix (Ramada Inn) 

West Virginia Hospital Association, Morgantown (Morgan 
Hotel) 

Oregon Hospital Association, Eugene (Eugene Hotel) 
Colorado- Hospital Association and Wyoming Hospital As- 
sociation, Boulder (Harvest House) 

American Society of Anesthesiologists, Inc., Los Angeles 
(Statler Hilton Hotel) 

Ontario Hospital Association, Toronto (Royal York Hotel) 
California Hospital Association, San Diego (El Cortez Hotel) 
North .Dakota Hospital Association, Jamestown . 

American Dietetic Association, St. Louis (Shercton-Jefferson 
Hotel and Kiel Auditorium) 

American Association of Blood Banks, Chicago (Drake Hote!) 
Washington State Hospital Association, Yakima (Chinook 
Hotel) 

Nevada Hospital Association, Lovelock (Pershing General 
Hospital) 


NOVEMBER 


Indiana Hospital Association, French Lick (French Lick Hotel) 
Oklahoma Hospital Association, Tulsa (Mayo Hotel) 
Hospital Directors of Medical Education, Chicago (AHA 
Headquarters) 

American Occupational Therapy Association, Detroit (Shera- 
ton-Cadillac Hotel) 


(Continued on page 8) 
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Send for 
Technical Brochure 
TC-203 


A totally new, all-power table designed by 
and for the needs of TODAY’S Urologists 


© 25” Height Adjustment 

® Cantilever Suspension 

® Dual Foot Power Controls 

® Positive-safety Power Devices 

® Mechanical Bypass for Manual Operation 

® 13” Bucky and Tube Travel 

® Maneuverable TUR Tray with Sterilizable Handle 
® Facilities for P.A. or A.P. Fluoroscopy 

® Adjustable Thigh. Support with Cam Lock 

® Automatic Safety-lock on Leg Section 


AMERICAN 
STERILIZER 


ERLE + PENNSYLVANIA 


gee 
MODEL 110 | 
4 
“ne 
| 
xX 2, 
- 
ME 
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GIFT SHOP 
FUND RAISERS 


ENTERTAINING FOR ALL + ESPECIALLY IN 
PEDIATRICS AND GERIATRICS DEPTS. 


Youngsters 9 Months to 90 Years 
Cherish them as Gifts 
If you missed our exhibit at 


AHA annual meeting, Sept. 25-28 
WRITE NOW! 


Soft Toys for 
Impulse Sales 


SELit ALL YEAR "ROUND! 


You can add §$ to your funds, now! 
Send for Catalog of "50 Fund Raisers.” 


TYKIE TOY, INC. contey. ceorcis 


There Is Only ONE 


AN ALL- 
CHROME 
PATIENT 


Not a pe the 
new standard PORTO LIFT, at 
NO INCREASE IN COST. 
New, life-long finish and de- 
pendable hydraulic action make 
PORTO LIFT a ‘‘must"’ for effort- 
less patient handling. 


PORTO-LIFT 


MANUFACTURING CO. 
HIGGINS LAKE, MICHIGAN 


6-8 Hospital Pharmacy (Specialized), Chicago (AHA Head- 
quarters) 
6-9 American Association of Inhalation Therapists, Buffalo, N.Y. 
(Statler-Hilton Hotel) 
6-10 Physical Therapists, Miami Beach (Deauville Hotel) 
8-10 Maryland-D.C.-Delaware Hospital Association, Washington 
(Shoreham Hotel) 
9-10 Kansas Hospital Association, Hutchinson (Baker Hotel) 
9-10 Minnesota Hospital Association, Minneapolis (Leamington 
Hotel) 
9-10 Virginia Hospital Association, Richmond (John Marshall 
Hotel) 
13-15 Association of American Medical Colleges, Montreal, Que- 
bec, Canada (Queen Elizabeth Hotel) 
13-17 American Public Health Association, Detroit (Cobo Hall) 
13-17 Hospital Housekeeping (Advanced), Chicago (AHA Head- 
quarters) 3 
13-17 Dietary Department Administration, Boston (Somerset Hotel) 
14-16 Directors of Hospital Volunteers (Basic), Denver (Cosmopoti- 
tan Hotel) 
26-Dec. 1 Radiological Society of North America, Chicago (Palmer 
House) 
27-30 Operating Room Administration (Advanced), Indianapolis 
(Sheraton-Lincoln Hotel) 
28-30 Hospital Dental Service (Advanced), Chicago (AHA Head- 


quarters) 
30-Dec. 1 Illinois Hospital Association, Springfield (St. Nicholas 
Hotel) 
DECEMBER 
11-15 Hospital Design and Construction, Los Angeles: (Statler 
Hilton) 


13-15 Medical Record Librarian’s Institute on Medical-Legal-Princi- 
ples of Medical Record Administration (Advanced), Chicago 
(AHA Headquarters) : 

26-31 American Association for the Advancement of Science, 
Denver (Denver Hilton) 


JANUARY 


8-12 Dietary Department Administration, Pittsburgh 

17-19 Alabama Hospital Association, Mobile (Admiral Semmes 
Hotel) 

22-24 National Association of Private Psychiatric Hospitals, Sara- 
sota, Fla. (Colony Beach Resort) 

22-26 Nursing Service Administration, Memphis, Tenn. 

26 South Carolina Hospital Association, Columbia (Wade 

Hampton Hotel) 


31-Feb. 1 American Hospital Association Midyear a of 
Presidents and Secretaries, Chicago (AHA Headquarters) 


FEBRUARY 


1-3 American College of Hospital Administrators Congress on 
Administration, Chicago (Morrison Hotel) 
5-9 Nursing Service Administration, San Francisco 
5-9 Special Institute for Medical Record Librarians on Organiza- 
tion and Management, Chicago (AHA Headquarters) 
12-14 Budgeting, Chicago (AHA Headquarters) 
19-21 Personnel Administration (Advanced), Louisville, Ky. 
26-March 2 American Protestant Hospital Association, Chicago 


MARCH 


5-8 Emergency Room Nursing Service Management, Chicago 
(AHA Headquarters) 
12-14 Directors of Hospital Volunteers, Chicago (AHA Headquar- 
ters) 
13-16 Hospital Purchasing (Advanced), Baton Rouge, La. 
14-16 Louisiana Hospital Association, Baton Rouge (Capitol House 
Hotel) 
15 Wisconsin Hospital Association, Milwaukee (Schroeder Ho- 
tel) 
19-21 Labor Relations, Chicago (AHA Headquarters) 
20-22 Kentucky Hospital Association, Louisville (Kentucky Hotel) 
26-28 New England Hospital Assembly, Boston (Statler-Hilton Hotel) 
26-29 Evening and Night Nursing Service Administration, Chicago 
(AHA Headquarters) 
27-30 Nursing Home Administration, Miami Beach, Fla. 
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DISPOSABLE CATHETERIZATION SETS 


Complete — Sterile — Ready to Use 


DISPOSABLE 
CATHETERIZATION 


with new, exclusive 
features, contains: 


~ New 15 French all purpose 
rubber catheter. — 


@ Reinforced heavy gauge 
multi-cup tray with 700 c.c. 
fluid capacity. 


@ Newly designed plastic 
specimen bag with identifica- 
_ tion tag. 


@ Specially packaged pre- 
powdered plastic gloves. 


@ Fenestrated perineal drape 
--Plastic-coated towel —Tray 


cover and plastic overwrap 
plus 6 cotton balls. 


GREATER SAFETY: GREATER CONVENIENCE: GREATER ECONOMY: 


Sterile packed; remains sterile | Can be stored nearby for imme- Actually costs less than similar 
until opened for use. Disposable diate use. Contains all items materials when individually pur- 
—eliminates danger of cross- needed. | chased, assembled, autoclaved 
infection. | and repacked by your staff. 


This exclusive Davol 3-P Set is available from your supplier. 


For complete information please write, on your professional or 
Institutional letterhead, to: 


RUBBER COMPANY 


PROVIDENCE 2, RHODE ISLAND 
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@6«iIfyou 


were treating 
20 pregnant, 


habitual 


aborters 


| ; right now, 


what rate of 


7 success could 


you anticipate? 


Lipp! administered DEPO-PROVERA to 25 pregnant, 


habitual aborters who totalled 94 previous successive 


abortions. Each patient had been under medical treat- 
ment for 8 to 48 months. DEPO-PROVERA was started 
between the third and eighth weeks of pregnancy. 
Six patients received an average of 5.7 injections of 
25 mg. through the twentieth week, and 19 received 
an average of 4.4 injections of 50 mg. during the same 
period of time. | 


The results: The first group of 6 patients delivered 
4 viable infants (67% salvage) while the secon group 
/ 


of 19 patients delivered 16 (84% salvage). No side 
effects occurred and there was no evidence of female 


fetal masculinization. 


Consider Intramuscular DEPO-PROVERA and Oral 
PROVERA for habitual aborters in your own practice: 
Din parenteral form—a single 50 mg. injection produces 
a progestational effect for up to 16 days. 0 in oral form 
—effective action with small oral dose. 0 no significant 
side effects reported during extensive clinical study. _ 


1. Lipp, R.G.: Habitual Abortion—Treatment with Parenteral 
Medroxyprogesterone Acetate, to be published. 


a Oral 
Provera’ 


M. Depo- 
Provera’ 


Brief Basic Information 


Dosage : 
Description ications Threatened Habitual Supplied Precautions 
abortion abortion 

€2 Threatened and 18 edly 2.5 mg. scored, Clinically, Provera is well tolerated. No sig- 
habitual abor- | 19t030mg. daily | ong = pink tablets, nificant untoward effects have been re- 
_ | tion, infertility, | until acut im. bottles of 25:10 | Ported. Animal studies show that Provera 
Upjohn brand of medroxy cure | 20 mg. daily ossesses adrenocorticoid-like activity. 
secondary ame- t b mg. scored P y 
progesterone acetate. vin, ' | While such adrenocorticoid action has not 

norrhea, func- | sige white tablets, 
tional uterine 40 mg. daily, | bottles of 25 and been observed in human subjects, patients 
bleeding. through 8th 100. } receiving large doses of Provera continu- 
month. eusly for prolonged periods should be ob- 
served closely.. Likewise, large doses of 
Provera have been found to produce some 
instances of female fetal masculinization in 
Ist trim. animals. Although this has not occurred in 
Each cc. contains: Medroxy- 50 mg. 1.M. dail 50 mg. 1.M. human beings, the possibility of such an 
progesterone acetate, 50mg.; oh pens weekly Sterile aqueous effect, particularly with large doses over a 
Polyethylene glycol 4000, praia ae fol- 2nd trim. suspension for long period of time, should be considered. 
28.8 mg.; Polysorbate 80, Threatened and | jow by 50 m 100 me. |.M. intramuscular Provera, administered alone or in combi- 
1.92 mg.; Sodium chloride, | habitual abor- | weeki akon q. 2 wks. use only, 50m nation with estrogens, should not be em- 
8.65 mg.; Methylparaben, tion. ist em 3rd trim. re y in 1 *4 ployed in patients with abnormal uterine 
1.73 mg.; Propylparaben, until fetal vie- 100 me. |.M. 5 viele. bleeding until a definite diagnosis has been 
0.19 mg.; Water for injec- bility is evident. q. 2 wks. : established and the possibility of genital 

tion, q.s. y Gree h 8th malignancy has been eliminated. 


*Trademark, Reg. U.S. Pat. Off. 
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Oral Provera 
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to last longer, 
gq h There’s no such thing as “run of the 
| fit better mill” when we make White Knight 


garments. Each garment is 


HI KN IG] “use-designed”’, completely functional. 
Fabrics are carefully selected for long 


i wear; styling, for comfortable fit 
HOSPI Al, and easy laundering. The result: 


| greater economy through less 
a ( | ARM ! 'N! S replacement. And the quality is 
unconditionally guaranteed ! 


The White Knight garment line 
includes types for every hospital use — 
in a choice of materials and colors. 
Write for our complete catalog and 
price list, or talk to your 
Will Ross, Inc. representative. 


General Offices: Milwaukee 12, Wis. 
Atlanta, Ga. ® Baltimore, Md. 


9: Cincinnati, Ohio Cohoes, N. Y, 


* Dallas, Texas ® Minneapolis, Minn, 
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PRODUCTS YOU CAN TRUST FROM PEOPLE YOU KNOW 
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introducing the authors 


Marie D’Alessandro, director of vol- 
unteer services at the Clara Maass 
Memorial Hospital, Belleville, N.J., 
states in her ar- 
ticle beginning 
on page 47 that 
a teen-age vol- 
unteer program 
should provide 
assistance to the 
hospital as well 
as a learning sit- 
uation for the 
teen-ager. 

Miss D’Ales- 
sandro had sev- 
en years of experience working 
with service organizations and a 
hospital fund-raising project be- 
fore she was appointed to her pres- 
ent position in 1957 and given the 
job of organizing and maintaining 
the hospital’s volunteer program. 


MISS D’ALESSANDRO 


- Prior to joining the hospital staff 


as assistant to the director of pub- 
lic relations and fund raising, she 


_ was associated with the Girl Scout 


Council of Greater New York ard 
the Girl Scout Council of the 
Oranges (New Jersey). 

Miss D’Alessandro, who is vice 
president of the New Jersey Asso- 


ciation of Directors of Volunteers 


in Hospitals and past residential 
chairman of the West Orange 
(N.J.) Mental Health Campaign, 
has completed special courses for 
directors of volunteers by Colum- 
bia University and the American 
Hospital Association. 


William A. Sodeman, M.D., and John 
A. Nelson, coauthors of the article 
beginning on page 77, discuss a 
technique used in a teaching hos- 
pital to orient medical students to 
the costs of medical care. 

Dr. Sodeman, who is dean and 


_ professor of medicine at Jefferson 


Medical College, Philadelphia, re- 
ceived his M.D. degree from the 
University of Michigan, Ann Arbor. 
His previous positions include suc- 
cessive faculty appointments on the 
Tulane University School of Medi- 
cine as instructor, assistant pro- 
fessor, head of the department of 
preventive medicine and chairman 
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of the department of tropical med- 
icine and public health. He also 
was associated with the University 


DR. SODEMAN NELSON 


of Missouri as professor and chair- 


man of the department of internal 
medicine from 1953 to 1957, when 


he joined the staff of Jefferson 


Medical College. 

Dr. Sodeman, past president of 
the American Society of Tropical 
Medicine, past chairman of the 
Society for Experimental Biology 
and Medicine and a founding mem- 


ber of the Southern Society for 
Clinical Research, holds member- 
ship in many professional organi- 
zations, including, the Pennsyl- 
vania State Medical Society, the 
American Medical Association, the 
American College of Physicians 
and the American Public Health 
Association. 

John A. Nelson, assistant direc- 
tor of the Metropolitan Hospital 
and Clinics, Detroit, received his 
master’s degree in hospital admin- 
istration from Columbia University 
and did his administrative resi- 
dency at Methodist Hospital of 
Brooklyn (N.Y.). When he co- 
authored the article with Dr. Sode- 
man, Mr. Nelson was the assistant 
director of Jefferson Medical Col- 
lege. Mr. Nelson is a member of 
the American College of Hospital 
Administrators, American Hospital 
Association, Community Health 
Association and the Group Health 
Association of America. 
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Central Supply. 


Diacks. 


First Choice of the First Hospitals 


Contud 


1847 North Mein Street 


Last Night After Work... 


nurses were in my room talking over events of the day in 


[I ran across some unmelted Diacks after one of the auto- 
clavings and one of the girls asked what I did. I said “of 
course the only thing I could do was resterilize the load, pay- 
ing particular attention to the temperature and timing.” The 
second time the Diacks were melted. 


One of the girls was a student nurse and wanted to know 
what caused the trouble. Actually [’'d apparently forgotten 
to be sure the outlet thermometer read 250° before I started 
my timing. The only thing that saved me was that I was using 


It showed me the main reason most hospitals are using 
Diacks is that they know when something has gone wrong— 
either because of the operator forgetting something or be- 
cause the autoclave itself is out of whack. 
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First from American 


New ideas, 
new produ 
housekeepin 


through one service expert! 


American representatives understand housekeeping 

needs. They offer valuable experience and expert counsel in Bil Coals 
every hospital area... and the widest, most complete selec- =A University of North Carolina grad- 
tion of products and services in the field. You can rely on Bi" jameg. american in 1051. Bill 
American’s reputation for reliability and for prompt,depend- — “wears well"' with his customers be- 
able delivery. Your man from American is dedicated to 
your hospital’s best interests... call him with confidence. hard for answers to their problems. 


The First Name | | 
in Hospital Supplies 


2020 RIDGE AVE., EVANSTON, ILL. Regional Offices: Atlanta * Boston « Charlotte « Chicago « Columbus e Dallas e Detroit 
Export Department: Flushing 58, L. |., N. Y., U.S.A. In Canada—Fisher & Burpe, Division of American Hospital Supply Corporation (Canada) Limited, 
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Kansas City « Los Angeles « Miami « Minneapolis « New York « San Francisco « Seattle « Washington 
Winnipeg 12, Manitoba. In Mexico—Hoffmann-Pinther & Bosworth, S. A.. Mexico 1; D. F.. Mexico. 
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TEN YEAR WARRANTY 


HARD ALL-EKTRIK BED(S) 1494-AEG 


ISSUED TO 


THIS IS WHY ONLY HARD CAN GIVE YOU 


ON ITS ALL ELECTRIC BED 


SELECTIVE PATIENT CONTROL 


allows patient complete or partial. 


ADVANCED ENGINEERING TECH- 


NIQUES. Hard’s exclusive FulCru- 
matic and Rolevator actions for bed 
heights and gatch positions, tested and 
proven to insure longer bed life. 


MOST COMPLETE UL APPROVAL 
permits the use of Hard’s 1494-AEG 
with oxygen administering equipment 
of the nasal, mask and '4 bed tent 
types without sacrificing or limiting 
the use of automatic electric controls. 
Approved even if control is u 
inside of oxygen canopy. No need to 
lock control when using oxygen! 


control of bed adjustments at nurse's 
discretion. Patient's control console can 
be mounted on either side of bed for 
greater convenience. 


NURSE’S WARNING SYSTEM — 
Red Safti-Lite warns nurse when bed 
is at other than lowest, safest position. 


Ask your Dealer about Hard’s ALL-EKTRIK 1494-AEG 
the Bed that Makes the Electric Bed Concept Practical. 


THE HARD MANUFACTURING COMPANY | 
117 TONAWANDA STREET BUFFALO 7, NEW YORK 
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CONNECTICUT INSURANCE COMPANIES 


LAUNCH SENIOR CITIZEN PLAN——A group | 


of insurance firms in Connecticut 
have joined together, with legisla- 
tive approval, to make available a 
new type of major medical insur- 
ance program to state residents 
who are 65 years of age or over. 

Connecticut 65 Extended Health 
Insurance will enable eligible per- 
sons to obtain low cost policies 
providing up to $10,000 in benefits 
covering a wide range of medical 
care expenses. 

_ The program, the first of its kind 
on a private cooperative basis, was 
recommended to the legislature by 
the companies themselves. It is de- 
signed to cover expenses above and 
beyond the limits of normal basic 
hospital-surgical plans. 

The expenses covered by the 
plan fall into two categories: Type 
I—hospital and convalescent hos- 
pital charges; and Type II—surgi- 
al, physician, nursing charges and 
charges for “other medical sup- 
plies”. The plan offers four basic 
options and has a $100 deductible 
plus the amounts provided under 
Connecticut 65 basic, whether or 
not the enrollee has this amount 
of basic coverage. (Details p. 149) 


, VETERANS ADMINISTRATION TO BUY 
DRUGS FOR FEDERAL AGENCIES—A new 
buying scheme is being worked out 
by the Veterans Administration 
and the General Services Adminis- 
tration for the purchase of ethical 
drugs for civilian federal agencies, 
the VA reported. 

Beginning in mid-October, drugs 
used by the Department of Health, 
Education, and Welfare in its hos- 
-pitals and clinics; by the Depart- 
-ment of Justice in the federal pris- 
ons, and by other agencies, such as 
the Atomic Energy Commission and 
Department of the Interior, wiil be 
supplied through the Veterans Ad- 
ministration. As of November 15, 
the VA will buy drugs needed by 
all other civilian federal agencies. 

In its own hospitals, the VA 
encourages, but does not require, 
the use of generic names under a 
formulary system. The same policy 
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training course. 


will be followed with the other 
agencies. Of the $25 million worth 
of drugs per year which the VA 
spends on its drug purchases, ap- 
proximately $10 million worth is 
purchased by generic name. 


> ‘MEDICAL SELF-HELP’ DETAILS AN- 
NOUNCED—-A new program to teach 
American families how to survive 
a national emergency by meeting 
their own health needs if deprived 
of physician’s services will be in- 
troduced to medical and health 
professions in October by the U.S. 
Public Health Service in coopera- 
tion with the American Medical 
Association. 

The training program was devel- 
oped by the Public Health Service 
under contract with the Office of 
Civil and Defense Mobilization, 
and with the assistance of the com- 
mittee on disaster medical care of 
the council on national security of 
the AMA. 

The program consists of a refer- 
ence manual, which serves as a 
resource document, and a formal 
The manual, 
Family Guide—Emergency Health 
Care, contains instructions for sur- 
vival and emergency health care, 
and will be distributed initially to 
health, professional, military and 
civil defense personnel. In Octo- 
ber, November and December 1961, 
three Medical Self-Help Work- 
shops will be held in various parts 


of the country to orient profes- 


sional health personnel and civil 
defense and educational personnel. 
(Details p. 152) 


> ONE-MILLIONTH FEDERAL EMPLOYEE EN- 
ROLLED IN BLUE CROSS—The one-mil- 
lionth federal employee to select 
Blue Cross and Blue Shield protec- 
tion under the Federal Employees 
Health Benefits Plan was honored 
in a special ceremony in Wash- 
ington, D.C., August 31. John R. 
Norpel, personnel investigator for 
the State Department, was the one 
millionth government employee to 
join the other 3.2 million persons, 
including employees’ dependents, 
now protected under the Blue 


digest of NEWS 


Cross and Blue Shield portion of 
the program. (Details p. 154) 


> TWIN CITIES’ HOSPITALS AND NURSES 
AGREE ON NEW CONTRACT TERMS—The 


results of formal arbitration pro- 


ceedings on contract terms between 
the Minnesota Nurses’ Association 
and the Twin Cities Hospital Coun- 
cil were announced September 8. 

Arbitration proceedings began 
when negotiations between the two 
groups failed to lead to a new 
agreement. 

Among the requests granted by 
the board of arbitrators were: 

® A contract extending from July 
1, 1961, to May 31, 1963. : 

@ A $16 per month increase in 
the basic minimum salary for gen- 
eral duty, assistant head and head 
nurses for the contract year 1961- 
1962, and a $15 per month increase 
for 1962-1963. A $25 per month in- 
crease in the basic salaries of $320, — 
$335 and $360 had been requested 
by the nurses’ association. 

@A change in the length-of- 
service increments which would 
give $40 per month more than pro- 
vided in the basic minimum salary 
to nurses with four years of service 
(formerly five years); $50 per 
month more for five years of serv- 
ice (formerly seven years) and 
$60 a month more after seven 
years of service. 

Other awards came in the areas 
of extra pay for general duty 
nurses serving as head nurses; “on 
call” compensation, and a choice 
of time and one-half or a compen- 
satory day for working on a holi- 
day. 

The new agreement is retroac- 
tive to July 1, 1961, and will ex- 
tend until May 31, 1963. In order 
to change the agreement, a written 
notice of desire for modification of 
these provisions must be issued by 
one party to the other at least 60 
days prior to May 31 of any year. 
(Details p. 150) 


p> OHIO REPORTS UPWARD TREND IN HOS- 
PiTAL ADMISSION RATE—According to 
predictions of the Ohio Hospital 
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Association the rate of admissions 
to Ohio general hospitals will in- 
crease from 136 per 1000 popula- 
tion in 1960 to 156 per 1000 in 1965. 

This increase in the rate of ad- 
missions was indicated in a recent 
study of state-wide trends in hos- 
pital utilization in Ohio. Predic- 
tions of growth for the next five 
years were based on the past his- 
tory of growth from 1947 to 1960. 

The study, released September 
1, shows that in 1947 there were 
approximately 85 admissions per 
1000 population; in 1950, approxi- 
mately 100 per 1000; in 1955, ap- 


proximately 125 per 1000, and in 
1960, 136 per 1000. A graph pre- 
pared by the OHA shows that 
the state population has grown 
from almost 8.75 million in 1947 
to almost 9.75 million in 1960, with 
approximately 10.4 million pre- 
dicted for 1965. 

The study also breaks down the 
changing admission pattern into 
four geographical areas, showing 
the growth in admissions between 
1950 and 1955, 1955 and 1960, 1950 
and 1960 in each of these areas. In 
the 1950-1960 period, for example, 
the highest rate of growth was 58 


the world's most advanced medical 
electronic equipment is presented in 


DALLONS MONITORING SYSTEMS 


Single, Multiple, Central Stations 


LIFESAVING » LABOR SAVING INSTRUMENTS FOR 
SURGERY - RECOVERY - INTENSIVE CARE 


DALLONS WILL PLAN AND INSTALL THE SYSTEM that serves you 
best according to your requirements, size and location. We will 
provide a study of personnel requirements, and assist in training 
your hospital staff for optimum usage. Dalions experts will con 
sult with your Staff, Architect, or Contractor to simplify installa- 
tion and minimize costs. We will help you select the system that 
serves you best from a broad range of equipment offering unex- 


celled performance and reliability. 


Write or telephone for further information direct to: 


DALLONS 


A Subsidiary of international Rectifier Corp. 


DALLONS LAB., INC. « 120 KANSAS STREET + EL SEGUNDO, CALIFORNIA + ORegon 8-8171 


per cent; the lowest, 6 per cent, 
and the average, 31 per cent. 


> REPORT FROM WASHINGTON—In its 
final action on fiscal 1962 funds 
for the Department of Health, Ed- 
ucation, and Welfare, Congress 
appropriated record sums for the 
existing Hill-Burton hospital con- 
struction program. The total is 
$203 million, of which $201,228,000 
is for grants, and the balance for 
administrative expenses. 

The big increase in the new 
funds is $51,228,000 for Part G 
projects. These include nursing 


homes, diagnostic and treatment 


centers, rehabilitation facilities and 
chronic disease hospitals. 

The final figure represents a 
compromise by the Senate-House 
conference committee between the 
$187,972,000 voted earlier by the 
House and the $212,972,000 ap- 
proved by the Senate. 

@®iIn another compromise, the 
Senate-House conference commit- 
tee agreed on a new $10 million 
appropriation for hospital research 
facilities grants. The legislation 
specifies that the sum be adminis- 
tered under the Hill-Burton pro- 
gram rather than by the Surgeon 
General as the sole authority. 

® The final sum for the National 
Institutes of Health (NIH) for fis- 
cal 1962 is $738,335,000. The House 
had originally approved earlier this 
year a 1962 fiscal appropriation for 
NIH of $641 million. The final fig- 
ure not only marked a sizable in- 
crease over the 1961 appropriation 
of $560 million, but it also consid- 
erably exceeded the Administra- 
tion’s budget request for $583 mil- 
lion. 

@® The Administration is plan- 
ning to make recommendations to 
the 1962 Congress on strengthening 
the Food, Drug and Cosmetic Act, 
according to Abraham A. Ribicoff, 
Secretary of Health, Education, and 
Welfare, in his mid-September tes- 
timony before the Senate Antitrust 
and Monopoly Subcommittee on 


the pending drug bill (S.1552). 


Secretary Ribicoff said that he 
endorsed the “general approach”’ 
of the bill, but that it needed a 
number of improvements. Among 
the proposals in the pending bill 
on which the Secretary commented 
was that providing for standardi- 
zation of drug names. (Details ‘p. 
145} 
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HONEYWELL 


onitor patient condition 
constantly and reliably 


BODY FUNCTION RECORDER 


- Safe, accurate measurement of. 
@ TEMPERATURE 
RESPIRATION RATE 
@PULSE RATE 
SYSTOLIC BLOOD PRESSURE 


DIASTOLIC BLOOD PRESSURE 
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RECORDER 


COMPLETE SURVEILLANCE 


The Honeywell Body Function Recorder is a 
precision electronic instrument specifically de- 


‘signed to monitor the condition of critically-ill 


and post-operative patients. It measures oral or 
rectal temperature, pulse rate, respiration rate, 
systolic and diastolic blood pressure. 


Medical authorities familiar with the special — 


requirements for the intensive care of post- 
operative or critically-ill patients agree that the 
relative behavior of these physiological functions 
provides an accurate picture of the overall con- 
dition of such patients, indicating not only im- 
minent or sudden crises, but long-term trends 
as well. 


HONEYWELL 


BODY FUNCTION 


MODEL 501 


Simplicity of Operation 
The few necessary controls of the BFR are located 


on the front of the instrument, plainly labeled for 


foolproof operation by non-technical personne! fol- 


lowing minimal instruction. In accordance with the 
doctor’s orders, upper and lower limits are set on 


concentric dials, one for each function. 


Each function to be measured is controlled by 


The functions are recorded in five colors on 
a single record and on expanded scales for max- 
imum readability. Function values are automat- . 
ically compared with selectable, pre-set upper 
and lower limits, departure from which actuates 
appropriate alarms. The Body Function Record- ° 
er thus frees highly - trained nursing personnel 
to perform uniquely human tasks, and provides 
a tireless continuity of accurate surveillance that 
is beyond human capabilities. The BFR record 
can be conveniently removed from the machine 
and placed in the patient’s chart, providing the 
doctor with a complete history of his patient’s 
condition. 


WNONEYW 
PUNCTION 
SO: 


an OFF-ON switch and is monitored by indicator 
lamps, green for satisfactory condition, red to indi- 
cate that the function has passed the pre-set limits. 
Alarm circuits are self-checking, and discriminate 
between artifacts and genuine trends. The alarm 
circuit for each function must receive the proper 
signal, within the pre-set limits, or an alarm is given. 
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Patient Comfort and Safety 

The design of the BFR assures patient comfort 
and safety: The headpiece allows complete-free- 
dom of motion and does not interfere -with 
other equipment necessary for patient care. It 


is important to note that the headpiece design 


eliminates the need for electrodes held in place | 


by tight bands about the extremities, occluding 


pressure cuffs, and arterial punctures, all with 


their attendant hazards during long-term use 


or on unconscious patients. The headpiece de- 
sign prevents pressure points, and the non- 
traumatizing transducers (information pickups) 


are comfortable. 


INSTRUMENT for intensive care 


The single cable from the headpiece provides the following 
important safety and comfort features: 


Prevents hook-up errors — When the single-connector 
cable is “‘plugged in’”’ all necessary connections are correctly 
made at once. 


Provides mobility— The patient may move about freely 
with no danger of becoming enmeshed in a tangle of wires. 


Saves time— The cable connector is merely pushed into its 
keyed socket. The transducers and headpiece take less than 
a minute to put on. ; 


Emergency disconnect — When the patient must be 
moved in a hurry, he is completely disconnected from the 
measuring unit in the split second required to un-plug the 
cable connector. 
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Unitized Headpiece 
All transducers are located within or are a part 
of the cushioned headpiece. The complete as- 


sembly is light but rugged, easily disinfected, 


and simple to put on. Transducers are easily 
positioned. Reliability is assured since there are 
no electrode pastes to dry out, needles to clog, 
etc. The possibility of “‘false alarms’’ due. to 
transducer failure is therefore minimal and, of 
paramount importance, actual alarm conditions 
will always be promptly detected. ‘ 


Record shown 1/2 actua/ size 


Single, Continuous Record 

A complete measurement cycle is accom- 
plished every two minutes. All measure- 
ments are printed out on a record 5 inches 
wide moving at two inches per hour. Each 
function is recorded in a different color 
using descriptive characters— for instance, 
‘*P”’ for Pulse. The record has scale infor- 
mation every four inches and provides 
space for patient identification. 
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RANGE OF MEASUREMENTS 


¥ wone vw 


Temperature 80° to 110°F 
Pulse Rate 30 to 240 
(30 sec. avg.) per min. 
Respiration Rate 4 to 60 

(60 sec. avg.) per min. 
Blood Pressure— 60mm to 
Systolic 240mm Hg. 
Blood Pressure— 30mm to 
Diastolic 240mm Hg. 


Normal electrical service requirements: — 
117V A.C., 60 cycle, 200 watts 
All specifications subject to change without notice 


SLALION APPLICATION 


The components of the Body Function Recorder are designed 
for central station installation as well as bedside monitoring 
of individual patients. The Measuring Unit, to which the 
headpiece cable is connected, remains near the patient. 

It is connected by inexpensive cable to the Recorder , Alarm 
Unit, located in the Central Station Console with the other 
Recorder /Alarm Units that make up the system. Patients may 
be as far as 500’ from the Central Station, and there is 
no limit to the number which can be monitored by 
such an installation. 


For complete information contact Minneapolis-Honeywell, Electronic Medical Systems, 5200 East Evans Avenue, Denver 22, Colorado 
EMS:7 H Medical S 
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asepsis 


economy beauty 
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ON FLOOR IN THE HOSPITAL 
YOU'LL FINISH AHEAD WITH 


BRANCHES AND WAREHOUSES IN PRINCIPAL CITIES 
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with 
PAGEMASTER. 


Locate him instantly—in the lab, in the wards, in an- 
other wing, even out of doors—way beyond the range 
of conventional paging systems. 

Alert him—and only him. His—and only his—pocket- 
sized PAGEMASTER will beep discreetly. And will sound, 
again and again until he checks in. For PAGEMASTER is 
gentle but insistent. 

What equipment do you need for a PAGEMASTER Selec- 
tive Wireless Paging System? Nothing more than a 
desk-top encoder, a transmitter, an antenna, and transis- 
torized, feather-weight receivers. Installation is imme- 
diate and inexpensive—no costly lights, loops or speakers 


are needed, no expensive drawn-out structural modifica- 
tions are involved. And you can add receivers—up to 
several hundred—as your paging applications increase. 

Want to see how much faster and how much more 
economically PAGEMASTER reaches key people .. . to help 
them get things done? Your STROMBERG-CARLSON® 
Communications Consultant has the irrefutable facts. 
For his name, call Western Union Operator 25, or write: 


Commerical Products Division — Box O 
1410 North Goodman Street 
Rochester 1, New York 


GENERAL DYNAMICS | ELECTRONICS 


In modern hospital communications... THERE IS NOTHING FINER THAN A STROMBERG-CARLSON® 
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WASHER-EXTRACTOR 
MODELS M3750 — T-3750 


Waahette GAS HEATED DRYER 


WITH AQUA-SURGE Underwriters’ Laboratories listed. De- 
pendable, fast performance. Leader 
REVERSING WASH in quality standards, yet competi- 
ACTION tively priced; up to 50-lbs. dry weight 
capacity. 


THRIFTY PIETY 
GAS HEATED DRYER ~ 
Economy price and performance — 
high dry efficiency. Quiet gear trans- 
mission; meter or timer controlled. 


Available in coin operated model 
with drop coin meter; also in 
manual models with dual wash 
cycles. All stainless steel cabinet 
and interior; 25-lb. capacity. 


Available 25-50-75-100 pound capacities, manual or automatic controls, pedestal and cabinet 


models, including 25-lb. Twin. Features Cook One-Dial or Keymatic controls, with or without 
electric supply injector. 


Fully OD Pedestal models WASH- Rugged, heavy-duty 


Coin - Operated 
WASHETTE, regular 
reversing wash 


action, heavy duty 


deluxe stainless steel 
cabinet. 


EXTRACTORS 


Heavy duty extractors § in 
stainless steel and available 
in 20” and 26” models 

. offer long life 
and trouble-free per- 
formance. 


“ad 


THE WASHETTE LINE GIVES YOU QUALITY, ECONOMY, DEPENDABILITY 


25-lb. capacity in 


ETTES S-25, S-50 ex- 
cellent for quick service 
shirt laundries, cleaners, 
motels, hospitals, etc. 
High volume, high qual- 
ity for commercial de- 
pendability. 


PLUMBING 
ELECTRICAL PACKAGE 


Convenient, fast installation for utilities. 
Comes complete; all steel construction. In- 
cludes water lines, soil pipe and electrical 
circuit. 


Models S-75 and S-100 Vim 
WASHETTES for larger 
laundies, hospitals, etc., 
gives continuous, eco- 
nomical service, faster 
operation, with high 
quality work. 


Stainless steel satin finish 
cabinets, ideal for in-line in- 
stalletion in D-25, D-50 and # 
Twin 25 Models. Same high fF 
quality performance of Wash- 
ette S-models. 


Matched Equipment for your laundry needs! 


_ For illustrated brochure and name of rseesiye distributor, wr. vs 


COOK MACHINERY CO., 


SUBSIDIARY OF ALD. INC. 


IN C. 


\ 


WASHERS DRYERS EXTRACTORS WASHER-EXTRACTORS PLE. 
4301 S. Fitzhugh Ave.—Dallas 10, Texas—Phone HAmilton 1-2135 
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ing board. This pattern is common 


Dental patients lab reports 


What is the proper procedure for 
handling laboratory reports for inhos- 
pital dental patients? 


With respect to laboratory re- 
ports on dental patients, if the pa- 
tient is admitted by an oral sur- 
geon, then logically the findings 
should be relayed to him and the 
onus is on him to inform the phy- 
sician responsible for the medical 
aspects of the case. Such a pro- 
cedure is permissible under the 
recommendations of the Joint 
Commission on Accreditation of 
Hospitals. If the dentist is remiss 
and fails to notify the physician, he 
should be considered as failing to 
comply with the regulations of the 


hospital and the instance should be 


scrutinized by the hospital staff.— 
J. R. ANDERSON, M.D. 


Hospital ownership changes 


Is it possible for a government hos- 
pital to be converted to a private insti- 
tution? If so, how can this be done? 


It is not unusual for a govern- 
ment hospital to be’ converted to 
private auspices in one of several 
ways. Complete conversion, of 
course, requires that local statutes 
and ordinances permit the govern- 
ment agency which owns the hos- 
pital to sell, transfer or give the 
hospital away and sets the condi- 
tions under which this can be done. 
The attorney for the governmental 


organization owning the hospital is. 


the best judge, of course, of the 


meaning of current statutes and 


ordinances. 

There are two general patterns 
that seem to be followed most of- 
ten. One is to make a complete 
transfer of ownership. This re- 


quires appropriate resolutions and. 


acts by the appropriate legislative 
bodies. 

A second pattern is the appoint- 
ment of a nonpolitical governing 
board which operates the hospital 
in the same manner .as a private 
hospital is operated by its govern- 


The answers to these questions should not be con- 


strued as being legal advice. Hospitals with legal 


problems ore advised to consult their own attorneys. 
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throughout the Midwest, particu- 
larly in such states as Indiana 


_ where many of the rural hospitals 


are owned by the county but oper- 
ated by an independent governing 
board.—HIRAM SIBLEY 


Liability insurance 


How may a hospital provide profes- 
sional liability insurance coverage for 


its board of trustees, its administrator 


and other supervisory employees? 


Basically, there are two or three 
different ways you can obtain 
professional liability coverage for 
the administrator, members of the 
board of directors and supervisory 
employees of the hospital. If your 
hospital carries hospital profes- 
sional liability insurance, the prob- 


BROASTER LINE 


at your Atlantic City 
Convention 


BOOTH 832 


The Broaster Line brings you new preparation processes, new 
cooking principles, new speed and economy for chicken, meats, 
and seafoods. Proved since 1954. Thousands in operation. 


Administrators: Advantages of the Broaster Line and its new food- 
processing techniques include easy preparation, low labor costs, automa- 
tion for high production and uniform quality, and a wide variety of 
delicious foods not otherwise possible. Broaster equipment is simple, 
sanitary, and soundly constructed. Cuts cooking time in half. Fully 
automatic—makes cooking a production science for mass feeding. 


Write for details. 


THE BROASTER co. 


ROCKTON, ILLINOIS 
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lem is relatively simple. Under the hospital professional liability policy protect these individuals. 


terms of the standard hospital pro- was developed by the National Whether you endorse the indi- 
fessional liability policy, members Bureau of Casualty Underwriters viduals to the hospital’s policy 
of the board of directors are auto- and is followed by most companies or buy individual or group policies, 
matically provided personal cover- writing this type of insurance. the premium may be rather high 
age. You may also obtain personal If your hospital is not covered because of the immunity status of 
coverage for the administrator and by the hospital professional lia- hospitals in your state. However, I 
any additional employees by en- bility contract, you may obtain am in agreement with you that 
dorsing them to the hospital pro- personal protection for board mem- these individuals should be pro- 
fessional liability policy and pay- bers, the administrator and super- tected. 
ment of additional premium. Some visory personnel by purchasing in- Insurance companies will not 
insurance underwriters may in- dividual professional liability write this type of insurance in all 
clude the administrator at no ad- policies. Or it may be more feasible states. It is suggested that you con- 
ditional premium. The standard to buy a special group policy to tact several local insurance brokers 
and agents and ask them for com- 


panies writing this type of insur- 
ance. The state insurance commis- 
sioner should also be able to furnish 
you a list of these companies. 
—EDWARD J. MILLER 


Auxiliary officers 


Does the American Hospital Associa- 
tion suggest that a president-elect be 
included among hospital auxiliary of- 
ficers? 


The American Hospital Associa- 
tion is neither for nor against the 
suggestion that a hospital auxiliary 
should include a president-elect 
among its officers. The AHA man- 
ual, Patterns and Principles for 
Hospital Auxiliaries, states only 
that “it is essential to have some- 
one in training for president’’. 
Whether the person considered to 
be in training for president is the 
first vice president or whether a 
particular president-elect is desig- 
nated depends entirely upon the 
individual auxiliary. 

One possible argument against 
the designation of a specific presi- 
dent-elect is really an argument of 


® 
Ident-A-Ban 
semantics. Some auxiliaries have 


” 
. il alert SUIZETY An Ident-A-Band goes onto your emer- found that a president-elect as- 
aa gency patient in seconds, yet it protects him — and your hospital around sumes that she will immediately 


the clock. An emergency admission sometimes requires a quick change take office upon the completion of 
the president’s term, even though, 


in the surgery schedule, sets ig motion a sequence of rapid adjustments the al- 
in hospital routine. At such times you may rest more easily knowing low for the re-election of the pres- 
that the chance of identity error has been minimized. With Ident-A- ident to serve a second term. 
Band by Hollister you can be sure your identification system is doing Actually, in such a case, the presi- 


dent-elect simply remains presi- 
dent-elect for two terms before 
herself assuming the presidency. 
As a matter of semantics, there- 
fore, some auxiliaries believe it is 
preferable to consider the first vice 


we R) president as the person in training 
ident-A-Band Hol | IS oR for the presidency, rather than 
INCORPORATED to designate a specific president- 

833 North Orleans Street, Chicago 10, Illinois elect.—PATRICIA SUSSMANN 


this job for you . . . without danger of being altered, water-blurred or 
transferred to another patient. Write— 
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GLOVE LUBRICANT 


CREAM 


2 


SAFER — New lubricating cream—a suspension of BIO-SORB Powder—eliminates glove 
lubricant as source of operating room dust. Non-irritating, non-sensitizing, non-toxic 
to tissue, non-flammable. 


SUPERIOR LUBRICATION — BIO-SORB Cream distributes uniform film of lubricating 
powder over hands—base evaporates rapidly, leaving hands completely dry for gloving. 


| 1 
: a 
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-anti-inflammatory an 
_antipruritic activity 


...and to combat infection 


(flurandrenolone, Lilly) (6a-fluoro-16a-hydroxyhy ortisone 
16, 17-acetonide) 


ORDR 


(flurandrenolone with neomycin sulfate, Lilly) 


To provide greater flexibility in usage, Cordran and 
Cordran-N are available in both a cosmetically acceptable 
vanishing cream and a hydrophilic ointment base. 


Description: Cordran cream and ointment are new corticosteroid preparations 
for topical use. Each Gm. contains 0.5 mg. Cordran. 

Cordran-N cream and ointment combine Cordran and a safe, effective wide- 
spectrum antibiotic, neomycin. Each Gm. contains 0.5 mg. Cordran and 5 mg. 
neomycin sulfate (equivalent to 3.5 mg. base). 

The cream base is composed of stearic acid, cetyl alcohol, liquid petrolatum, 
polyoxy! 40 stearate, ethyl parahydroxybenzoate, glycerin, and purified water. 
The ointment base is composed of white beeswax, cetyl alcohol, sorbitan ses- 
quioleate, and white petrolatum. 


Side-Effects: No side-effects have been reported to date from the use of either 
the cream or ointment forms of Cordran and Cordran-N. 


Contraindications and Precautions: Cordran and Cordran-N should not be used 
in the presence of tuberculosis of the skin, nor should they be used in the eyes. 

If secondary bacterial infections of the skin are present prior to the use of 
Cordran, they should be treated also with appropriate anti-infective measures. 
If the infection present before the application of Cordran or Cordran-N, or 
developing during its use, does not respond promptly, discontinue the prepa- 
ration until the infection has been adequately controlled. 

Patients with superficial fungus or yeast infections should be treated with ad- 


ditional appropriate methods and must be under constant medical observation. 

Although sensitivity has not been reported, a few individuals may be sen- 
sitive to these preparations. If any reaction indicating sensitivity is observed, 
discontinue the use of the product. If a patient has a proved idiosyncrasy to 
neomycin, another antibiotic may be used along with Cordran. 

Since use of antibiotic agents may cause overgrowth of nonsusceptible organ- 
isms, constant observation of the patient is essential. 
Administration and Dosage: Cream—For moist, weeping lesions. Rub a small 
quantity of cream gently into the affected areas two or three times daily. Vig- 
orous application is not necessary and may damage the skin. 

Ointment—For dry, scaly lesions. Apply a small quantity of ointment as a 
thin film to the affected areas two or three times daily. 


How Supplied: All product forms are supplied in 7.5 and 15-Gm. tubes. 
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CAT), The New  HYPROTEX 


DISPOSABLE SYRINGE 


With Sterilization Indicator 
Is Now Available 


PRE-STERILIZED for immediate use 


The ATI blue color band is your assurance that 
onen pre-packaged unit has been 
completely sterilized. 


Use once only and throw away 


_ Avoids risk of cross infection 


A Size Provides sharp needle each time 


for Every 

Need _No reprocessing expense 

SYRINGESONLY 

with or without needles Saves money 

lcc.,2cc.,5cc., 10 cc., 

20 cc. and 50 cc. oe. | cuts costs 7 
Orders shipped in 24 hours from either East 

SYRINGES WITH Coast or West Coast warehouses. 

NEEDLES ATTACHED For complete descriptive literature, write to: 

18 to 26 gauge : 

Y2" to 142" long 7/, DISPOSABLE HOSPITAL PRODUCTS, Inc. 

Other gauges and lengths | 122 East Grand Avenue 


South San Francisco, California 
on Special order in quantity sees 


COLOR-CODED to select 
without breaking sterility 
Needie guard color indicates gauge. 
Carton color indicates syringe size. 
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Eastern Division: 320 Northern Boulevard 
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DATA PROCESSING 


for small 
Business 
begins 

HERE ... 


Punched paper tape is 
created. automatically as a 
chi -product of adding ma- 

proving or 


This is a very special kind of adding machine. Of course, it 
adds, subtracts, and prints. But it also serves a more im- 
portant purpose! It automatically and simultaneously con- 
verts figures into a punched paper tape. This tape, when 
“fed” into high speed electronic equipment, quickly pro- 
duces reliable, up-to-date management reports. 


All the way with C@atuonal 


—from original entry to final report! 


Yes, National provides complete data processing services 
for any size business. It is now possible and practical for 
you to eliminate many costly manual bookkeeping func- 
tions. And you get more vital information, in less time! 
The advantages of electronic data processing, including ) 
National Data Processing Centers, are available to you — 3 | 
without investing in expensive equipment and highly 
skilled personnel. 

National offers the most complete line of data recording 
machines, including: adding machines, bookkeeping ma- 
chines, SALES-TRONIC cash registers, and accounting ma- 
chines. There is a complete National system to meet your 
particular needs. 


@ 


Your National Representative 
will be glad to show you this 
simple approach to efficient 
data processing. Phone him 
now—it could be the most 
profitable call you will make 
all year. 


For more information on National Data Processing, phone 
your nearest National branch office. Or, MAIL THE COUPON. 


* TRADEMARK REG. U.S. PAT. (OFF. 


THE NATIONAL CASH REGISTER COMPANY, Dayton 9, Ohio 


Name 


ELECTRONIC DATA PROCESSING 
ADDING MACHINES «CASH REGISTERS. 
City Zone____ State ACCOUNTING MACHINES+NCR PAPER 


1039 OFFICES IN 121 COUNTRIES * 77 YEARS OF HELPING BUSINESS SAVE MONEY 
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STERILE 
NEEDLES 


for the benefits 
_ of disposability... / 


PLUS 7 NEW 
 EASY-ENTRY POINTS 


smooth, drag-free penetration 


‘SAFER-HANDLING HUBS 


surer finger grasp 


TAMPER-PROOF PACKAGES 


assured one-time use 


FULL-PROTECTION SHEATHS 


_in the package—after filling— 
to the moment of injection 


now in sizes to meet most parenteral needs 
manufactured, sterilized and controlled by 


BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 
In Canada: BECTON, DICKINSON & CO., CANADA, LTD., TORONTO 10, ONTARIO 


B-D, YALE, LUER-LOK, MULTIFIT AND DISCARDIT ARE 
TRADEMARKS OF BECTON, DICKINSON AND COMPANY 


product 
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compare the plus values 


custom-designed liquid and gaseous oxygen storage stations to meet 
the exact requirements of any hospital 


a nationwide Organization offering dependable liquid or gaseous 
oxygen delivery service 

a single reliable source of supply for all your central pipeline system 
needs 

free engineering and planning service for pipeline installations 
training aids for hospital personnel —to develop improved therapy 
service for patients 


++ + + + 


Investigate and compare these extra values before contracting 
for your requirements of therapy oxygen. Request a detailed ods epg 
from your local Ohio Chemical representative. 


Ohio Chemical Canada 


Berkeley, Calif.; 
Limited, Toronto, Canada; Airco Company international, New York City (Divisions or Subsidiaries of Air Reduction Company, Inc. 
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TROL 


€-2000 .. . at American Dietetic Convention, Pacific Coast 
ant Show and the Upper Midwest Hospitality Show 


PUSH-BUTTON AUTOMATIC... really auto- 
matic. Just push a button to brew. No waiting. 
No watching... it’s automatic. Push another 
button and dispense perfect coffee every time. 


JET SPEED... its b-r-o-a-d capacity lets you 
brew perfect coffee as fast as you need it. Brews 
60 cups in less than 8 minutes . . . over 450 cups 
per hour. Dispenses full half-gallon in less than 
10 seconds. 


UNIFORM BREW ... uses the exclusive, depend- 
able Upside-Down Brewing Method proven in the 
CORY C-500. Automatic control of the brewing 
factors ... makes each cup as good as the last. 


Here now—the first/jet-speed/push-button auto- 
matic with b-r-o-a-d cap@icity . . . the new CORY 
COFFEE CONTROL QGENTER. Designed to brew 
and serve perfect coffee, easier and faster . . . the 
new C-2000 is CQKRY-engineered to save you time, 
work and moneytoo. Automatically brews 60 cups 
in less than 8 gfinutes . . . or over 450 cups per hour. 
You can bref as little or as much perfect coffee as 
you need. Xwo identical brewing systems give you 
an endleg# supply of perfect coffee plus greater serving 
flexibiffty. No guesswork, no waiting, no watching 
box CORY COFFEE CONTROL CENTER is push- 
bugfon simple and fully automatic. Its Upside-Down 
Prewing Method, perfected in the famous CORY 
-500, gives you automatic, precise control of the 
vital brewing factors . . . and insures uniformly 
perfect coffee. Zesty, full-flavored coffee is kept at 
proper serving temperature in non-porous, taste-free 
stainless steel storage tanks or in taste-free glass 
decanters. Anyone can brew perfect coffee, quickly 
and easily, in the new CORY C-2000. It’s the hand- 
some .. . time/labor/money saving COFFEE CON- 
TROL CENTER .. . backed and guaranteed by 
CORY, the greatest name in coffee brewing. 


TWO IDENTICAL BREWING SYSTEMS 
Brew coffee in one and dispense from the other 
—or dispense from both. Brew 60 cups in less 
than 8 minutes .. . or over 450 cups per hour. 
Brew and serve more fresh coffee, faster. 


COMPACT TOO... only 28” wide, 22%” deep, 
36-1/16” high. Base is no bigger than CORY 
C-500. No wasted space. 


EXTRA PLUS... instant hot water from center 
spigot at any time for hot tea, chocolate or 
bouillon. 


EASY TO CLEAN ... stainless cartridges and 
storage-tanks slide out and rinse clean in few 
minutes. Stainless steel cabinet wipes clean. No 
hour-long clean-ups, no muss or fuss. Cuts labor 
costs radically. 


STAINLESS STEEL... cartridges, storage tanks 
and cabinet all are rugged, long-lasting stainless 
steel. Non-porous, stain-resistant ... they won’t 
dent, break, rust or chip. 


Now ... get the all-profitable facts—from your 
CORY man...or write today for “The CORY 
Story.” 


‘ 
MODEL C-2000 
- 
Ce 3200 W. Peterson Avenue, Chicago 45, Ill. 
CORY CORP. (Canad | 


“Product | names 
for Pfizer broad-spectrum antibiotics: 
have been simplified 


the name now Is alee... Te rra mycin 


OXYTETRACYCLINE WITH GLUCOSAMINE 
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formerly named named 
Cosa-Terramycin® Capsules Terramycin® Capsules* 
Cosa-Terrabon* Oral Suspension Terramycin Syrup 
Cosa-Terrabon Pediatric Drops Terramycin Pediatric Drops 
and simpler names for these Terramycin-containing formulations: 
Cosa-Terrastatin® Capsules Terrastatin® Capsules 
Cosa-Terrastatin for Oral Suspension Terrastatin for Oral Suspension 
Capsules Terracydin® Capsules 

the name now Is simply. - Tetracyn 
formerly named now named 
Gosa-Tetracyn® Capsules Tetracyn® Capsules* 
Cosa-Tetrabon’* Oral Suspension Tetracyn Syrup 
Gosa-Tetrabon Pediatric Drops Tetracyn Pediatric Drops 
and simpler names for these Tetracyn-containing formulations: | 
Cosa-Tetrastatin® Capsules Tetrastatin® Capsules 
Cosa-Tetrastatin for Oral Suspension Tetrastatin for Oral Suspension 
Cosa-Tetracydin® Capsules Tetracydin® Capsules 
the name now /s simply... Sign emyc n 
formerly named now named 
Gosa-Signemycin*® Capsules Signemycin® Capsules 
Cosa -Signebon* Oral Suspension $ignemycin Syrup 
Cosa-Signebon Pediatric Drops : Signemycin Pediatric Drops 


*Terramycin and Tetracyn Capsules without glucosamine are no longer available. 


Science for the world's well-being® Pfizer) PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. New York 17, N. Y. 
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*To avoid a forbiddingly academic 

- look to this essay we have 
omitted supporting bibliography. 
References on request (reprints, 
too, in some cases). 
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Blight or boon? 
The question mildly disturbs many... 


scares others out of their wits. 


Like the man from San Francisco who 


grumblingly “submitted” to a miniature 
film chest x-ray the other day. Happily, 
the finding was negative: he bought peace 
of mind at the cost of a gonadal dose of 
.OS milliroentgens* (which might well 
have detected lung cancer in its early 
curable stage). 


He’d be dumbfounded to learn that he’d 
have been subjected to the same .05 mr 
radiation dose by simply staying in a brick 
hotel in mile-high Denver for four days 
(from cosmic radiation at that height, plus 
the radioactivity of bricks and mortar in 
the structure). 


His wife is pregnant and nearing term. 
Her condition suggests the need for a 
Caesarean delivery: the obstetrician ad- 


_ Vises a pelvic x-ray to find out for sure. 


Of course there’s a risk involved: statis- 
tically, in 5 out of 100,000* such exami- 
nations, the child may develop radiation- 
induced leukemia. On the other hand, 
there’s a risk involved in the surgery, too: 
100 out of 100,000* Caesareans prove 
fatal to the mother. The surgical risk is 
twenty times greater than the radiation risk. 


Any day you can find plenty of parallels 
in the good that radiation can do when 
properly administered by skilled radiol- 
ogists. The treatment of cancer is classic: 
massive radiation can often achieve total 
arrest, with “five year cures” not infre- 
quent. And who can assess the comfort 
that palliative radiation brings to the 
hopelessly stricken? 


On another level, how many air travelers 
are aware of the debt they owe radiation 
for the safety that regular radiographic 
inspection of critical parts makes possible? 


In short, radiation is a priceless boon when 
knowingly employed by qualified spe- 
cialists. Indiscriminate or unskilled use of 
it could earn for it the bad name it bears 
in some quarters—and doesn’t deserve. 


To the task of providing safe equipment 
and instrumentation for the radiation 
technologist, Picker brings over forty 
years of experience in medicine and in- 
dustry. During all that time, our aim 
has been to nurture the boon, banish the 


blight. 


| PICKER X-RAY CORPORATION, 25 South Broadway, White Plains, N.Y. 
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THERMOPRESS Model HP4A 


The PROVEN LEADER in the field 
of Thermoplastic Mending! 


... Developed by THERMOPATCH CORPORATION 
for 30 years pioneers in the research, development, 
and manufacture of heat adhesive products and equip 


PATCH-O-PRINT 


Model POP-2 
A complete MENDING, IDENTIFICA- 


TION, & LINEN CONTROL seine in 
ONE UNIT! 


For LOW COST Thermoplastic 
Mending of rips and tears! 


SUPERIOR 
MARKING MACHINE Model G40-14 
Prints 14 characters of 18 Pt. type. 


Increases coding efficiency 
at minimum cost! 


SUPERIOR MARKING MACHINE 
Model G40-1018LS 


A direct alphabet-numeral printing 
machine. Prints 10 characters of I18Pt. type. 


DIVISION 
CHEMICAL TREATING & EQUIPMENT Canada 


PATCH-O-MATIC Model POM-2 


| 
4 
I 
-PATCH 
ustum 
| | 
me 
= 
z For COMPLETE LITERATURE, write, wire, or phone: 
LES THERMOPATCH CORPORATION 
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gpumions and 


HOW TO transcribe physicians’ orders and to fill out 


forms involved in carrying out these orders is practiced 
by the clerical aides with old charts from the record room. 


Classes for clerical aides improve job performance 


Classes for clerical aides in the 
nursing department of the Pontiac 
(Mich.) General Hospital have 
proven their worth after a one- 
year trial. 

The first class for clerical aides 
was held in October 1960. Previ- 
ously these workers had been 
trained on the job in the nursing 
department by other clerks. The 
training program was undertaken 


with a twofold purpose: from.the — 


viewpoint of the hospital—to pro- 


mote better job performance—and - 


from the viewpoint of the em- 
ployee—to create more satisfaction 
in the position and a better appre- 
ciation of the importance of the 
work. Twenty clerical aides who 
had been in the department for 
some time composed the first class, 
and two subsequent classes have 
since been held so that all clerical 
aides in the nursing department 
have been trained. The course will 
be repeated for clerical aides who 
are added to the department. 
Instructor of the course is Miss 
Evelyn Wade, in-service instructor 
in the nursing department, who 
planned the course, aided by rec- 
ommendations from the head 
nurses and supervisors. In present- 


_ ing the picture of the hospital as a 


whole and of other hospital de- 


_ partments as they relate to nursing 


service, she is aided by presenta- 
tions by the assistant administra- 
tor of the hospital and by the 
heads of various departments. 

The subject matter of the job 
training course has undergone 
some changes since the first classes 
were held. Since all clerical aides 
taking the course in the future will 
be new employees, they partici- 
pate in two programs in addition 
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to the 20-hour job training pro- 
gram—general hospital orientation 
conducted by the personnel de- 
partment and nursing department 
orientation conducted by the nurs- 
ing department. 

The training for the clerical 
work supplements on-the-job 
training. Although the program is 
planned to cover 20 hours, the in- 
structor has found that it profits by 
flexibility to fit in with the varying 
background, age and ability of the 
students. | 

Telephone courtesy is one of the 
subjects covered, with “role play- 
ing” a technique used. Through 
the cooperation of ‘the telephone 
company, a set of telephones was 


installed for use in two-way con- 


versations covering situations the 
clerical aide is likely to encounter 
in her work. Recordings of these 
phone conversations are reviewed 


_ and discussed by the class with the 


communications supervisor of the 
hospital. 

Nursing forms and procedures, 
hospital vocabulary and approved 
abbreviations are other knotty 
problems covered in this course. 
Another important activity is prac- 
tice in transcribing physicians’ or- 
ders and in filling out forms based 
on these orders. 

The many details involved i in the 
clerical aide’s position are reflected 
by the seven-page examination 
form used for testing her upon 
completion of the course. Ques- 
tions include a wide variety of top- 
ics, such as the meaning of the 
abbreviation, “B.M.R.”’, (basal met- 
abolic rate), 
patient’s friends and relatives 
when they telephone and ask — 
his condition. 


and what to tell a 


MAID REMOVES soiled linen from bed in pre- 


‘paring room for a new occupant at Grant 


Hospital, Columbus, Ohio. Under the system 
formerly used, this particular task was per- 
formed by a nurse aide. 


Housekeeping system speeds — 
reoccupancy of rooms 


A system for shortening the time 
between a patient’s discharge from. 
the hospital and the time his room 
is completely prepared for occu- 
pancy by the next patient has been 
worked out by the housekeeping 
department at Grant Hospital, Co- 
lumbus, Ohio, in cooperation with 
the nursing department. | 

This system was developed in 
the hospital’s former 242-bed quar- 
ters and is being used with certain 
improvements in the adjacent new 
hospital building which provides 
ultra-modern hospital service for 


450 patients. A feature of the sys- 
tem is that the housekeeping de- 


partment is alerted by the floor 
nurse in advance of the patient’s 
official discharge. Because of this 
forewarning, the housekeeper is 
ready to go into action immedi- 
ately upon notification that the pa- 
tient is discharged. The assistant 
housekeeper inspects the room, de- 
termines what tasks need to be 
performed, and assigns workers to 
do these tasks. She reinspects the 
room before notifying the admit- 
ting office of its readiness. In the 
new hospital, an electrical signal- 
ing system is being used which 
simultaneously notifies various 
hospital departments of “bed avail- 
ability’. 
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Lederie—a leader in pioneering and producing immunologic/diagnostic agents 


The right answer is routine 


Accurate readings can be expected when you use 
any of the wide range of dependable diagnostic ee 
agents from Lederle. These antigens, serums and 
extracts are carefully produced under rigid quality 
controls to assure maximum reliability of diagnostic 
test results. 

SYPHILIS ANTIGENS—Designed to meet spe- 
cific standards of reactivity in different types of 
serologic tests for syphilis. 

V.D.R.L. Antigen—This cardiolipin-lecithin-choles- 
terol antigen can be used in either slide or tube 
flocculation test of serum or spinal fluid (qualitative 
or quantitative). The antigen meets the standards 
of reactivity established by the Venereal Disease 
Laboratory, U.S. Public Health Service. Cardiolipin 
is manufactured by Lederle under license from 
The New York State Department of Health. 
Kahn Antigen—A cholesterinized alcoholic extract 
of beef heart, approved for use in the Kahn pre- 
cipitation test for the diagnosis of syphilis, using 
serum or spinal fluid. This antigen has been 
standardized to meet the requirements of the 


Kahn Control Laboratory. 


“DIAGNOSTIC AGENTS for Clinical and Laboratory Use,” a 64-page 
booklet describing Lederle diagnostic products in detail, with step-by-step 
explanation of techniques, is available on request. For further information, 
contact the Lederie Representative through your hospital pharmacy, or 
write Medical Advisory Department, Lederie Laboratories. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York QD 
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editorial notes 


—forethought for fire safety 


HE BRIGHT record of hospitals as 
a. in which human lives 
are saved and human beings are 
healed extends from the present, 
their brightest hour, back into the 
misty past. All hospital personnel 
can be justly proud of this fine tra- 
dition, and all can find in it fresh 
stimulus to still greater achieve- 
ment. 

A shorter, darker record is the 
“Occupancy Fire Record’’* of hos- 
pitals. This melancholy history has 


never been compiled in full, nor | 


need it be, for a partial compila- 
tion is warning enough against un- 
safe fire practices and reason 
enough to improve the fire safety 
of every hospital. 

“No surgeon wants to see five 
hours of delicate work wasted by 
a thoughtlessly discarded cigarette, 
and no nurse wants to see three 
months of tedious work repairing a 
human body lost in the smoke of 
a hot-laundry fire.” 

And -no family preparing to wel- 
come home a convalescing parent 
or child wants to make funeral ar- 


rangements instead. No adminis- — 


trator and hospital board wants to 
defend a hospital against a suit 
based on hospital fire negligence. 
And they need not. 

*All quotations are from the recently 
published Fire Record: Bulletin (FR 61-1) 
of the National Fire Protection Association, 


60 Batterymarch St., Boston 10. This bul- 
letin is available for 50 cents. 
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“A hospital should be a building 
free of all fire hazard to life. The 
feeling that a fire of the past was 
due to inadequate building con- 
struction or some other feature not 
now encountered in ‘modern’ hos- 
pitals is common and misleading. 
The basic reasons for fire disasters 
are the same today as they were 
vears ago.” 


The occupancy fire record. of 


hospitals is not merely a tolling of 


human suffering, death and sor- 


row: it is a lesson book for every 
hospital person concerned with 
preventing fire disasters and their 
sequelae, for “‘the fire-safe hospi- 
tal of today is built on the fire 
experience of yesterday”’. 
Apparently, the lesson sometimes 
is not learned. “An electrical short 
circuit ignited the branches of a 


Christmas tree which was being 


dismantled in the hospital lobby.” 
These are the opening words in the 
description of a 1925 fire in a Bos- 
ton hospital. And the opening words 


_ describing a 1956 fire in a Minne- 


apolis hospital are: ‘An electrical 
short circuit ignited the branches 
of a Christmas tree located in the 
lobby of this fire-resistive modern 
hospital.” 

Fire-resistant hospital construc- 
tion is reassuring, but it is no sub- 
stitute for safe fire practices and 
intelligent action by well trained 
personnel. In addition, forethought 
to prevent a fire disaster certainly 


seems more sensible although less 
dramatic than purposeful action 
during a fire. Forethought seems 
to,ask: Who is the Christmas tree 
in the lobby supposed to impress? 
And: Is this fire hazard really nec- 
essary? 

Hospital fires do not all result 
in loss of life, but they all result 
in loss of time, money, facilities 
and, thereby, services. Hospital fires 
do not all occur in old buildings; 
they also occur in new buildings. 
In fact, one $750,000 hospital in 
Louisiana suffered damage from 
explosion and fire 10 days prior 
to the scheduled opening date. 

Fatalities do not result solely 
from burns—they do not even re- 
sult mainly from burns. Of 154 
persons perishing during hospital 
fires, 42 died from burns, but 98 
were suffocated by smoke or fire 
gases, according to the N.F.P.A. 
bulletin. 

Nor are fires caused only by 
defective hospital equipment and 


-eareless hospital personnel. Of 244 


fires of known cause, 51 were 
caused by the careless use of ciga- 


rettes or matches, and 56 of these 


fires occurred in patient areas. 

Hospital administration has a 
big fire-safety job on its hands. It 
must never weary of inculcating 
and enforcing fire-safety practices. 
- It must keep on and on and on 
until all hospitals are “free of all 
fire hazard to life’. 
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OSPITAL trustees and adminis- 
trators have had more than 
an ordinary right to be confused 
in recent years as they have at- 
tempted to direct the operation 
and development of the nation’s 
hospitals. The basis for their con- 
fusion lies in the diverse, and 
sometimes contradictory, nature of 
the evaluations made about hospi- 
tals. These evaluations are at times 
so divergent that it is difficult to 
recognize that the opinions are 
concerned with the same institu- 
tions. Like the fable of the Blind 
Men and the Elephant, each critic 
is judging the whole entity by the 
part he touches, or better stated 
for this purpose, the part that 
touches him. The modern hospital 
is a many-sided enterprise, and 
when different individuals or 
groups judge it solely by a single 
side, their separate evaluations be- 
come a many-splintered guide for 
hospital trustees and administra- 
tors. 
PURPOSES MUST BE SPECIFIED 


How hospitals develop and how 
they are run will depend upon 
how hospitals are evaluated. Ef- 
fective administration of any sort 
always accommodates in the long 
run to the evaluations of those it 
attempts to serve. It is sensitive to 
the environment in which it func- 
tions and charts its course by the 
soundings it receives from the en- 
vironment. In a manner of speak- 
ing, administration models the en- 
terprise or the agency in the image 


Ray E. Brown is vice-president of the 
University of Chicago and superintendant 
of the University Chicago Clinics. 
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of its environment. The evaluations 
of the hospital reflect to adminis- 
tration the thinking of those af- 
fected by the hospital and fix the 
image that hospital administration 
seeks to follow. 

Hospital administration can 
never be much better than the 
image with which it works. If this 
image is distorted by the way in 
which hospitals are evaluated, the 
development and operations of hos- 
pitals will be distorted. This means 
that the evaluation -of hospital 
administration is not so much 
concerned with the process by 
which hospitals are administered 
as it is with the purpose for which 
they are administered. 

The process used by hospital 
administration is important, and 
its use requires continuing evalu- 
ation, but this can be done effec- 
tively only if the ends sought for 
the hospital are first established. 
Actually, the best sort of use of 
the administrative process may 
contribute little to the major pur- 
poses of the hospital if those pur- 
poses are ignored or unrecognized. 
To do a thing well is not the same 
as doing the best thing. Adminis- 
tration is a means for accomplish- 
ing specified purposes and never 
an end in itself. Its effectiveness 


can be evaluated only in terms of | 


the degree to which it accomplishes 
the purposes for which it is held 
responsible. 


A SUBJECTIVE CONCEPT 


Evaluation is always a complex 
form of measurement because it 
attempts to measure the value, or 


HOSPITAL 
ADMINISTRATIO 


worth, of a thing. Value is a sub- 
jective concept in that it depends 
more upon the notions of those 
affected by a thing than upon the 
qualities of the thing itself. Those 
notions are determined by the pur- 


- poses, or ends, that an individual 


wants the thing to serve. The best 
piece of steel will win no praise 
if it is in the form of a plow when 
an individual wanted an axe. Thus 
a thing has more or less value, is 
better or worse, relative to how 
well it serves the purposes that 
a particular individual or group 
wants it to serve. The more pur- 
poses a thing is supposed to serve 
the more difficult it is to evaluate 
it properly. The greater the num- 
ber of individuals or groups it af- 
fects, the greater the variations in 
evaluations that are likely to oe- 
cur. 

This problem of diversity of 
purpose and of groups affected is 
enormously complicated if some 
purposes are in part in competi- 
tion with one another. Under such 
circumstances the evaluations can 
be at cross-purposes. This is the 
quandary of trustees and adminis- 
trators. It is also the problem of 
those who attempt to evaluate 
hospital administration. There is 
hardly a member of the population 
who is not directly and important- 
ly affected by the hospital each 
year. Many are affected in two or 
more distinctly different ways. 

Evaluation is a subjective proc- 
ess even when the standards are 
well defined and the evaluator is 
knowledgeable and reasonably so- 
phisticated about the thing being 
evaluated, The subjectivity is 
greatly compounded if the stand- 
ards are vague, or if the evaluator 
is unsophisticated. This is the situ- 
ation confronting hospital admin- 
istration. 

The hospital’s purposes, opera- 
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tions and economics are very com- 


plex and little understood by many 
of those affected by the services it 
renders. This means that to a large 
extent, evaluations of hospital per- 
formance are not. measurements 
but opinions. Such opinions do 
not tell hospital administration 
whether it is doing the best thing 
nor does it tell how well it is doing 
the important things. But in the 
long run opinions are just as in- 
fluential as validated measure- 
ments if opinions are all that peo- 
ple have to go by. Also, opinion is 
often a borrowed thing, and its 
adoption depends more upon how 
often and how loudly it is repeated 
than upon the facts and authority 
behind it. 

The problem of evaluation is 
further complicated to the extent 
the thing being evaluated is im- 
portant and vital to the interests 
of an individual or group. Under 
such circumstances there is a strong 
tendency to see only the side that 
most affects the interest of the 
particular individual or _ group. 


When such special interests are 


present, there is likely to be an 
effort to steer the development and 
operation of the total entity in the 
direction that best serves those 
special interests. When, as in the 
hospital situation, such special in- 
terests can be identified closely 
with the interests of organized 
groups, the evaluation is some- 
times made in terms of the pro- 
gram or platform of the organiza- 
tion affected, rather than in terms 
of the total responsibilities of the 
agency being evaluated. In such 
instances the agency may not be 
measured» by how well it serves 
one, or all, of its intended pur- 
poses; rather, the evaluation may 
be made to suit the purposes of 
the measuring organization. 

No enterprise or agency is so 
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closely touched with the interests 
of so many varied and well organ- 
ized national organizations as is 
the hospital. The interests of these 
organizations are not always iden- 
tical and the interest of some seem 
to be in part in opposition to those 
of others. | 

When confronted by diverse 
evaluations which emphasize sepa- 
rate and different purposes, the 
agency being evaluated must choose 
which direction it will follow. Faced 
with the reality of restricted re- 
sources, it must choose how to al- 
locate the resources available. It 
cannot go off in all directions at 


once unless it wishes to dissipate 


its resources and limit its effective- 
ness in all areas of its service. This 
means it must choose the evalua- 
tions to which it will respond and 
the degree to which it will respond 
to each. 

In the long run, the evaluations 
of those able to exert the greatest 
influence will inevitably be given 
highest priority. These may not 
represent the largest purposes of 
the enterprise but rather the de- 
mands of those capable of exerting 
the strongest pressure. Such pres- 
sures on the hospital may be in 
terms of organized coercion, ag- 
gressive public relations, or even 
legal sanctions. 


A dilemma of hospital adminis- 
tration is that the modern hospital 
has developed into a multipurpose 
institution. It is a many-sided en- 
terprise and can be classified as at 
least nine distinctly different sorts 
of enterprise, each independently 
offering variables of goodness and 
badness for evaluation. Each of 
these sides represents significant 
responsibilities which the modern 
hospital has assumed, or which 
have been delegated to it because 


of its special resources, or the 
unique nature of its service. 

1. As an economic enterprise. 
This is listed first because hospitals 
are similar to all other operating 
enterprises in this respect. As a 
matter of fact, the emphasis on 
this side of the enterprise is greater 
in the hospital than in most enter- 
prises. Few executives are as aware 
as hospital administrators that the. 


score is kept in dollars and cents. 


The usual hospital is one of the 
largest economic enterprises in its 
community and one of the largest 
employers. Hospitals, on the aver- 
age, employ one out of every 50 
civilian workers in their commu- 
nity. 

The nature of the hospital’s serv-. 
ices requires a much more complex 
organizational structure than is 
found in most other enterprises, 
and this is reflected in the hospi- 
tal’s costs. The income of voluntary 
hospitals is derived almost totally 
from services rendered, but no dol- 
lar value is put on many of its 
services and it is not fully reim- 
bursed for others. Those who pro- 
vide the hospital’s income are prone 
to look upon it as an economic 
enterprise and attempt to judge it — 
solely by its costs. Those who re- 
gard it as one of the other sorts 
of enterprises often show a studied 
disinterest in the economic conse- 
quences and judge it under the 
criteria of the purposes they want 
it to fulfill. 

Because resources are limited, 
every enterprise and agency must 
be evaluated in economic terms. 
Hospitals, as users of almost 2 per 
cent of the disposable national in- 
come, should be closely scrutinized 
on an economic basis. Also, because 
hospitals are the stewards of the 
dollars of the sick, they have a 
greater than ordinary responsibili- 
ty to be efficient. It must be real-_ 
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ized, however, that efficiency is 
achieved and resources utilized. An 
evaluation that looks only at the 
accounting records will yield some 
measure of the hospital’s costs, but 
will show little of the values those 
costs create in behalf of the several 
purposes of the hospital. 

2. As a medical care enterprise. 
The hospital is unique in this re- 
spect. Hospital administration must 
make many of its decisions solely 
on the basis of medical necessity. 
The hospital is the site where the 
sickest members of the community 
are congregated, and it must tem- 
per all its other decisions with this 
fact. It must give compelling em- 
phasis to quality of service because 
it deals in a crucial manner with 
human life. To the patient, while 
he is receiving care, this represents 
the only purpose the hospital 
should recognize. But an evalua- 
tion on only this one basis is un- 
realistic and unfeasible. At some 
point hospital administration must 
inevitably compromise scope and 
quality of care with the cost of 
care. An evaluation that does not 
take both factors into account 
leaves the hospital administration 
in the position of deciding the de- 
gree of compromise on the basis 
of who shouts the loudest about 
what. 


A COMMON GROUND 


An effective evaluation is one 
that, among other things, seeks a 
common ground between the eco- 
nomic survival of the hospital and 
the economic commitments the 
public is willing to make to the 
hospital. It is one that equates 
medical consequences with finan- 
cial consequences. 

The proclivity of patients and 
public to evaluate medical conse- 
quences on the basis of single in- 
cidents and singular experiences 
forces each hospital to attempt to 
be prepared for all eventualities. 
This manner of evaluating medical 
efficiency of the hospital, reinforced 
increasingly by court decisions 
against the hospital, has had 
serious implications on hospital 
planning as well as on hospital 
operations. It increasingly imposes 
on hospital administration the con- 
tradictory requirement of demon- 
strating efficiency in the context 
of magnificent inefficiency. The ex- 
temporaneous nature of the eval- 
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uation of the hospital as a medical 
enterprise provides an obscure and 
shifting rendezvous for acceptable 
performance with acceptable costs. 

3. As a professional enterprise. 
Here again the hospital is a unique 
sort of enterprise. Many of its most 
important decisions are made by 
individuals who are not members 
of the administration, and are not 


“even a part of the hospital hier- 


archy. The hospital serves as the 
workshop of physicians who are in 
turn individual entrepreneurs with 
their own private contractual re- 
lationship with the hospital’s pa- 
tients. The physicians on the hos- 
pital’s medical staff, of course, 
have their own legitimate basis 
by which to evaluate the hospital 
and its administration. This is not 
only an evaluation by the individ- 
ual members of the hospital’s med- 
ical staff, but organized evaluations 
by agencies representing physicians 
at local, state and national levels. 

There is nothing wrong with 
physicians judging hospitals 
through physicians’ eyes. The in- 
creasingly essential role that hos- 
pitals play in the professional ca- 
reer of the physician requires that 
he look upon the hospital as a 
professional enterprise. It also re- 
quires that the hospital must allow 
the fullest development and ex- 


_ pression of professional values. The 


physicians, and everyone else, must 
recognize, however, that this is 
only one of the purposes the hos- 
pital serves, and that the ends they 
seek from the hospital must be 
leavened with the other purposes 
of the hospital. 

Because the physician has such 
impact on the hospital’s operation, 
the fact that many other profes- 
sions significantly affect the deci- 
sion making for the hospital is 
often overlooked. The usual me- 


dium-sized hospital will have as - 


many as 20 different professions 


other than physicians represented | 


among its personnel. These pro- 
fessions each have national organi- 
zations representing them and set- 
ting codes which importantly affect 
the relationships between the pro- 
fessionals and the hospital. 


The necessity of every profession | 


to set standards by which to de- 
termine the preparation and con- 
duct of its members is fully ac- 
cepted by society. The expansion 
and use of these standards to serve 


an economic purpose in behalf of 
the profession are not so fully ac- 
cepted. The hospital is a commons 
where many interests meet, and it 
can be such satisfactorily only if 
it is reasonably common to the 
interests of all. Because the hospi- 
tal will not be allowed to ignore 
the rights of all those who look 
to the hospital for various ends, 
the professions may be faced with 
a troublesome question as the hos- 
pital becomes more important to 
each of those ends. This question 
deals with the rights of professions 
to independently impose codes and 
restrictions upon their members, 
and upon the hospital, that inter- 
fere with the other purposes of the 
hospital, The common sharing of 
facilities usually results in a com- 
mon concern about the restraints 
set upon the use of the facilities. 


PROFESSIONAL EVALUATES PROFESSIONAL 


The professional must, of course, 
always evaluate the professional. 
Only the professional’s peer can 
accurately evaluate the quality of 
his professional practice. The pro- 
fessional integrity of all profes- 
sionals must be protected. There is 
a difference, however, between the 
professional evaluating the work of 
the professional and the profes- 
sional evaluating the total works. 
The interests of the professionals 
must be protected from arbitrary 
and capricious action by the hos- 
pital, and so must all the other 
interests for which the hospital is 
responsible. All who evaluate hos- 
pital administration must allow for 
the fact that hospital administra- 
tion must strike the proper balance 
among all the diverse interests. 

4. As a social enterprise. The 
hospital is a rare sort of social 
agency. Unlike most social agen- 
cies, it is a production enterprise 
and must obtain most of its income 
through sale of its services. On 
many counts, however, it is evalu- 
ated as a social agency rather than 
as a self-supporting enterprise. It 
is expected to serve all who need 
its services regardless of ability to 
pay, or any other considerations 
except medical need. Those who 
evaluate it most harshly on this 
count are strangely silent on the 
hospital’s efforts to obtain reim- 
bursement on some sound basis. It 
is as if the hospital administration 

(Continued on page 155) 
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by CALVIN C. SMITH 


OMEONE has said, “When we 
S stop doing better, we stop be- 
ing good.” In the organizational 
structure of your hospital, how 
well planned is the safety pre 
gram? 

You may not always think of the 
errors that happen in all depart- 
ments of the hospital as “‘incidents”’ 
or ‘accidents’, but they are.-There 


are errors in diets, medications, 


medical records, housekeeping, an- 
esthesia, maintenance, engineering 
and pharmacy and in interpreta- 
tion of the physician’s orders. 

In 1949, in the little town of 
Effingham, IIl., a disaster struck St. 
Anthony’s Hospital. While most of 
the patients were asleep, fire broke 
out in a basement laundry chute, 
and before fireman could arrive at 
the scene, flames had spread up the 
chute to the attic. Burning gases, 
forced back down the stairway, 
created an inferno. Of the 128 pa- 
tients, only 53 escaped. Within a 
span of minutes, 75 patients, nurs- 
es and attendants were dead. : 

In 1957, the American Hospital 
Association collected statistics from 
2728 general hospitals and report- 
ed their incident frequency ratings. 


These figures were appalling. Of 


the hospitals surveyed, 64 per cent 
urgently needed to replace anti- 
quated equipment. 


Calvin C. Smith is administrator of Co- 
shocton County Memorial Hospital, Co- 
schocton, Ohio. When this article was writ- 
ten, he was director, Grafton City Hospital, 
Grafton, W.Va. 

This article is adopted from a presenta- 
tion given at the Annual Fall Institute of 
the West Virginia Chapter of the Ameri- 
can Association of Hospital Accountants, 
Sleckwater Falls, W.Va. 
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According to the author, the institu- 
tion of a sound hospital safety pro- 


gram must come from within the hos- 


pital if‘faults are to be corrected. He 
outlines a safety program for a typical 
hospital, including the duties of a 
safety director, as well as pointing out 
some of the reasons for hospital inci- 
dents and accidents. 


Many of these hospitals were 
erected from 50 to 100 years ago, 


and some were many years older 


than that. Many were of wood 
frame construction. Hundreds of 
these hospitals are beyond the 
patching up point. Many of these 
hospitals in small communities 
are converted, outmoded private 
dwellings. In some of them, extra 


beds are squeezed into hallways to 


accommodate more patients, in- 
creasing the possibility of tragedy. 
Overcrowding diminishes the qual- 
ity of care and allows a greater 
chance of error as the personnel of 
understaffed departments hurry to 
serve the patients. 

The most predominant injury 
among patients in a hospital con- 
sists of falls, and 70 per cent of the 
fatal fall victims are more than 65 
years old. Bedside rails and re- 
straints are used to prevent such 
injuries, but physicians are reluc- 
tant to use mechanical restraints 
on elderly patients because rela- 


tives and friends misunderstand 


the purpose for which they are 
used. 

To give the best service to its 
community, no hospital can use all 
its beds all the time. Hospital au- 


thorities agree that only 80 per 
cent occupancy should be main- 
tained; this allows for cleaning, 
scrubbing, painting and making 
major repairs on the other 20 per 
cent, 


Hospitals throughout the country 
should look at group safety pro- 
grams with greater interest. They 
have an opportunity to compare 
the incident rate of their hos- 
pital with the rates of other hospi- 
tals. But they should not be sat- 
isfied if their rate is lower than 
some others. An administrator may 
sit back and take the attitude that 
it can’t happen here, and even if it 
does, nothing will come of it. This 
is wrong. Adequate coverage and 
protection against hazards depends 
largely upon the role the adminis- 
trator plays, although employee 
cooperation is necessary, too. 

Accident prevention in hospitals 
cannot be solved by outsiders. Their 
views and their suggestions are to 
be appreciated and acknowledged, 
but faults can be corrected only 
from the inside. Department heads, 
supervisors and employees must 
have firsthand information on safe 
working conditions and proper in- 
structions on the safe handling of 
equipment. Rules and regulations 
must be enforced until their being 
carried out becomes a habit; thus 
each person will be surrounded by 
an atmosphere of safety. Such close 
enforcement will keep employees 


‘interested in the program. All of 


these measures represent a respon- 
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sibility that management cannot 
escape and prerogatives it would 
not surrender. 
OUTLINING A PROGRAM 

Let’s outline a safety program 
for a typical hospital. The first step 
consists of assigning the responsi- 
bility of an accident prevention 
program to a key person, a safety 
director. This person should have 
three essential abilities to contrib- 
ute to the over-all program: 

1. A sincere interest in accident 
prevention. 


2. The ability to sell ideas to 


others and to get their coopera- 
tion. 

3. A knowledge of the operating 
problems and hazards of the busi- 
ness. 

After considerable thought has 
been given to the selection of a 
safety director, this person should 
be told how the decision was 
reached. All too often, the admin- 
istrator forgets that he is more 
responsible than the person he has 
selected to direct the program. 
Failure of the program would be, 
in essence, the result of poor direc- 
tion on the administrator’s part. 

With the safety director chosen 
and briefed on the potential scope 
of the program, he is now ready to 
draft an outline. On his central 
control committee, he will include 
the following positions: an assist- 
ant safety director, four safety in- 
spection officers and a secretary. 

The activities of these officers 
will include: (1) investigating 
various incidents, (2) preparing 
incident reports and records, (3) 
housekeeping, (4) posting safety 
posters, (5) distributing news bul- 
letins, (6) maintaining employee 
interest, (7) showing training 
films, and (8) activating award 
programs. 

The central control committee 
should also ask the advice of the 
local fire chief and the hospital’s 
insurance agent and should also be 
advised by a safety engineer. Phy- 
sicians, nurses and housekeepers 
also should play an active part in 
the program. 


INSURANCE COMPANIES GIVE AID 


Insurance companies will be the 
first to acknowledge a call for aid. 
In the last 15 years, these com- 
panies have inaugurated special 
services for hospitals. Personnel 
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specially trained in the hospital 
field will help plan policies that 
will provide greater protection 
against losses. Hundreds of dollars 
in savings have been realized an- 
nually by institutions utilizing this 
service. Other savings can be real- 
ized from the hospital’s compensa- 
tion rates. | 

Physicians always wish to help 
the hospital free itself of incident 
and accident hazards. In their daily 
rounds, they, as well as the nurses, 
come in close contact with patients 
and employees and can observe 
where incidents might happen. 
Moreover, they can suggest a cor- 
rection in procedures to eliminate 
many such hazards. . 


UNSAFE CONDITIONS RECORDED 


A report book at each nurses’ 
station will allow the physician, 
nurses and other employees to note 
their findings of unsafe conditions. 
These notes should be checked 
daily by the safety director. 

To draft an inspection form, the 
safety director should collect and 
analyze information pertaining to 
safety from all departments. 

The incident report form should 
contain data that will cover all 
departments in which an incident 
or accident might happen. These 
forms should be brief, but never 
too short to cover the situation 
adequately. 

At the end of each month, the 
safety director takes the informa- 
tion from each form and places it 
on a master sheet. The statistics 
are reviewed by the committee and 
then brought to the attention of 
the department heads and super- 
visors. As the program grows, re- 
vision to the inspection forms will 
undoubtedly be made. 

It is the responsibility of the 
central control committee to see 
that all employees receive infor- 
mation about the safety program. 
Brochures containing an outline of 
the organizational structure con- 
stitutes one medium. Regular re- 
porting in the hospital’s house or- 
gan is another way of keeping 
employees informed. In addition, 
the inspection officers should take 
with them two employees, each 
representing another department, 
on their tour of inspection. By do- 
ing this each month, and by alter- 
nating inspection teams, they will 
uncover many new hazards un- 


detected by previous groups. These 
inspections will assist the adminis- 
trator in locating and correcting 
conditions that affect safety to life 
in the hospital. The findings of 
these inspections should be care- 
fully reviewed and promptly acted 


upon. 
Employees should be’'told to re- 
port every incident at once. Many 
times this rule is not carried out 
until some incident of great conse- 
quence happens. Secondary results 
of the incident may occur 24 hours 
later, or even sooner. | 
For example, let’s say a patient’ 
falls. from her bed. When found, 
she appears to be normal in every 
way. However, six hours later she 
is seized by a convulsion resulting 
from a head injury suffered in her 
fall. Medical and nursing attention 
should have been carried out at 
the time the patient was found. 
The department head or supervisor 
upon the occurrence of an incident 
should fill out a report form. If an 
employee suffers a physical injury, 
a copy of the report form should 
accompany him to the accident 
room. As to the extent of treat- 
ment, the director of nursing should 
give first aid orders only. If a phy- 
sician’s services are required, he 
should be called immediately. 
These report forms will prove to 
be of advantage to the inspection 
committee. Representatives of the 
committee may wish to go directly 
to the scene to consult with the - 
personnel present in order to ob- 


_tain more pertinent facts, or they 


may use the information gained at 
a later date to compute statistics. 


EMPLOYEE INTEREST 

In most instances, a corrected 
procedure can be demonstrated at 
the scene of the accident; thereby 
a long drawn-out investigation and 
the possibility of two or three more 
accidents occurring can be elimi- 
nated. However, the administrator 
and the safety director may find 
that the department employees 
have already found the solution. 
Employee interest in improving the 
program is the long-term goal of 
the safety program and is a meas- 
ure of the effectiveness of planning. 
In either case, the safety committee 
must press the situation until it has 
achieved the goal of eliminating 
the incident and accident hazards 
from the hospital. . 
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TEEN-AGE VOLUNTEERS 
ON THE NATIONAL SCENE 


Evidence that the 
teen-age volunteer is 


becoming very much a part 


of the national hospital 
scene was disclosed in the 
1960 annual survey of 

the American Hospital 
Association. Tabulation of 
survey results showed that 
1607 hospitals reporting 
had teen-age volunteer 
programs and that 
117,274 teen-agers were 
participating 

in the programs. 


A VOLUNTEER PROGRAM 


tie 


FOR TEEN-AGERS 


by MARIE D’ALESSANDRO 


OCTOBER 1, 1961, VOL. 35 
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EEN-AGE volunteers—young 
at that—served Clara 
Maass Memorial Hospital, Belle- 
ville, N.J., for the third year last 
summer, giving 3200 hours of serv- 


ice during July and August. When 


September came, many of them 
remained on the job one afternoon 
a week from 4 to 6 p.m., or worked 
on the week end. 

In the Belleville area, most 16- 
year-olds try to obtain a full-time 
paying job in summer and a part- 
time job during the school year. 

Marie D’Alessandro is the director of 


volunteers, Clara Maass Memorial Hospital, 
Belleville, N.J. 


for the teen volunteer, espe- 


is the pediatric department. 


cially at story-time sessi ons. 


A teen-age volunteer program should 
serve two purposes the author states: 
It should provide assistance to the hos- 
pital and be an informative learning 
experience for the teen-ager. She dis- 


- eusses the teen volunteer program at 


one hospital which accomplished these 
purposes and an evaluation of the 
program taken among the teen-agers 
and the staff members. 


This is one of the reasons we have 
set 14 as the minimum age limit 
for volunteers. The youngsters, 
mostly girls, are enthusiastic and 
willing workers, and they are not 
so taken up with social activities 
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All the teen-age volunteer jobs are of a 
nontechnical nature. Here are the loca- 
tions and duties of our teen-age workers: 


Admitting Office: Escort new patients to room they are 
to occupy, introduce new patient to nurse. 


Central Service Department: Package dressings and 
applicators, fold linen, sort materials. 


Chapel: Take patients to chapel for Sunday services 
and return them to their rooms when services are over. 


Coffee Shop: Take gift cart to patients, serve as cashier, 
clear tables, sell gifts, fill candy racks. 


Junior Nurses’ Aides:* Assist nurses in giving fresh 
water, feeding patients, going on errands, making empty 
beds, washing units. 


Information Desk: Deliver flowers and mail, give in- 
formation on conditions from the condition sheet, take 
messages to patients, direct people to proper areas of 
hospital, give out visitor passes. 


Pediatrics:* Read to children, feed and play with iiss, 
talk with them when parents do not come to visit, make 


empty beds. 


Pharmacy: Fill bottles, count pills, run errands, do 
clerical work. 


Physical Therapy: Take patients to therapy depart- 
ment and return them to their rooms after treatment, 
change linens on treatment tables, give clerical aid. 


Visitor Control: Check to see that each visitor has a 
pass. Our hospital allows only two visitors per patient 
at one time. : 

X-ray Department: Take patients to and from x-ray 
department, act as receptionist, answer telephones, do 
filing. 

Offices: Assist in sorting mail, folding letters, stamping, 
dating, filing and sometimes typing. } | 
*Those volunteers not yet 16 are not allowed to work as floor aides 


(Junior Nurses’ Aides) in the nursing areas or pediatrics. They also must 
take a junior nurses’ aide training course. 


and interests as are older teen- 
agers. 

At summer’s end we conducted 
an evaluation of the program 
through questionnaires sent to staff 
members and to the teen-agers 
themselves. We learned to our 
satisfaction that this hospital ex- 
perience has been valuable to the 
youngsters as well as to the hos- 
pital. 

Before we assigned these teen- 
agers to any area of the hospital 
they were: 

1. Interviewed individually by 
the director of volunteers. 

2. Required to attend teen-age 
orientation classes where they were 
instructed in hospital ethics, teen- 
age volunteer regulations, history 
of the hospital, the life of Clara 
Maass (after whom the hospital is 
named), rights and obligations of 
the teen-age volunteer and impor- 
tant facts about the hospital. In 
addition to this orientation, each 
teen-ager received a_ volunteer 
manual and a small pamphlet on 
volunteer teen-age charm. 

3. Trained, in addition, in special 
classes for the particular job they 
would be doing. (In any depart- 
ment where there were not enough 
teen volunteers to require a train- 
ing class, special on-the-job-train- 
ing was given by an employee in 
that department, or by an experi- 
enced volunteer. ) 

4. Taken on a complete tour of 
the building. 

5. Outfitted in a candy-stripe 
volunteer uniform and a name pin. 

After these five preliminaries our 
teen-ager was ready to take her 
place as a member of the hospital 
family. We were proud of her, and 
she was proud to be a part of us. 

While the teen-ager is in a spe- 
cific department, she must follow 
all the rules and regulations set up 
by the volunteer office; however, 
she is under the direct supervision 
of a particular employee or adult 
volunteer in the department in re- 
gard to the job she is to perform. 
We depend on the teen-ager to do 
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the job to which she is assigned 
just as we depend on an adult vol- 
unteer. Giving these “teens” the 
responsibility of the job they have 
been trained for strengthens their 
character and makes them loyal to 
the volunteer program. 

However, we do not permit teen- 
agers to do some things or to vol- 
unteer in every department. They 
are not allowed in the operating 
room area, the maternity depart- 
ment (except to deliver flowers), 
or the nurseries. We instruct them 


that they cannot do the following 


tasks because they might be in- 
jured physically or emotionally; 
moreover that they should not be 
given the responsibility of these 
tasks for the patient’s welfare as 
well as their own: 

1. Do not assist patients with 
bedpans. 

2. Do not make a bed that has 
a patient in it. 

3. Do not help a patient in or 
out of bed or wheel chair. This is 
to be done by the nurse. 

4. Do not take temperatures. 

5. Do not use the steam sterilizer 
or other machines on the floors. 

6. Do not enter a patient’s room 
when the door is closed. 
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7. Do not enter actual x-ray 


rooms. 


8. If working in the coffee shop, 
do not use the grill, coffee maker, 
or stoves. Do no actual cooking. 

Other “don’ts” pertain to the in- 
dividual jobs and departments. 


CONSTANT TRAINING NECESSARY 


Teen-agers bubble over with en- 
thusiasm and want to help as much 
as possible. For this reason, they 
must be trained and retrained as 
to the jobs they may perform and 
the ones they are not allowed to 
do. They must also be told more 
than once why they are not to do 
certain jobs. Department heads and 
employees who work with teen- 
agers also must be informed of the 
regulations, since in their enthusi- 


"asm to assist, the teens undoubted- 


ly believe they can do more than 
the activities assigned them. 

Our teens are also instructed as 
follows: “If asked to perform a 
duty that you are not certain you 
are allowed to do, don’t do it. Sim- 
ply say you do not believe you are 
allowed to perform such a duty.” 
It is better for a “teen” to endure 
the momentary displeasure of a 
nurse or employee than to perform 


tients to and from x-ray, 
admitting, physical therapy 
and the chapel, but they are 
not allowed to assist pa- 
tients in leaving their beds. 
Boys have been participating 
in Maass Memorial Hospi- 
tal's teen-age volunteer 
program which has been in 
existence for three years. 


a task that may seriously injure a 
patient or herself. 


PERSONAL BENEFITS ACCRUED 


The 3200 hours our teen-agers 
worked last summer may not be an 
impressive figure, but we are not 
striving for large numbers in the 
book of hours. We are striving for 
assistance to our paid personnel, 
patients and visitors, and this is 
what these teen-agers help to pro- 
vide. Also, as in any volunteer 


program, the teen-ager learns a 


great deal from her hospital volun- 
teer experience that will benefit 
her personally. That is the way it 
should be—assistance for the hos- 
pital and a learning process for the 
teen-ager. 

At Clara Maass we feel we have 
proved this. The hospital volunteer 


Office conducted an evaluation of 


its teen-age program in the follow- 
ing manner: 

1. An evaluation form was sent 
to each department and nursing 
area that had teen-age volunteers 
during the summer. These forms 
were to be filled out by the depart- 


ment heads and nurses. Honest 


opinions were sought. 
» 2. A little “Thank You” card 


49 


VOLUNTEERS escort the pa- 


3 
a 
4 
AN 
a 
d 
2 
| 


{ABOVE) Each teen-age volunteer in the program at Clara Maass Memorial Hospital, Belleville, 


NJ, is required to attend an orientation class where hospital ethics and history, teen-age 


volunteer regulations, rights and obligations and other important facts about hospital life are 
presented. These classes are taught by the director of volunteers. (BELOW) In addition to 
attending an orientation class, teen-age volunteers are trained for the special job they will 
be doing. In the junior nurses’ aide class, for example, proper bed-making procedure is taught. 
Other training classes are given for volunteers wo:king in the coffee shop, at the information 
or admitting desk, and as patient escorts. 


plus an evaluation form was sent 
to all teen-agers who volunteered 
during the summer. They too were 
asked to answer the questions com- 
pletely and honestly. 


VOLUNTEERS WELL RECEIVED 


From the questionnaire to em- 
ployees we learned the following: 

1. In most nursing areas the 
teen-age volunteers were consid- 
ered “helpful”; in most other de- 
partments the answer was “ex- 
tremely helpful’. No department 


THE GIFT cart is circulated throughout the hospital each day 
by the teen volunteers. Patients look forward to having the 
cart stop so they can make small purchases and talk to the 


“candystripers’’. 
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reported that the teen-agers were 
in any way a hindrance. 

2. In regard to training, all de- 
partments felt the teen-agers were 
either “well trained” or “fairly 
well trained”. Several departments 
gave excellent suggestions for fur- 
ther training, which will be incor- 
porated in our next teen-age train- 
ing classes. 

3. The teen-agers followed in- 
structions as given and were 
“pleasant and courteous” to em- 
ployees and patients. The quality 
of their work was ‘good’, “Many 
were excellent, but some did not 
display too much initiative.” The 
employees believed that the volun- 
teers were genuinely interested in 
the jobs they were performing. 

4. All of the areas and the de- 
partments wanted teen-agers back 
in their departments after school. 
and on week ends. : 

From the questionnaire returns 
of the youngsters themselves, we 
learned the following: 


TEEN-AGERS REACTIONS 


1. All the teen-agers enjoyed 
volunteering, but for many differ- 
ent reasons. Approximately half of 
them enjoyed it because they were 
“helping others”. Some additional 
reasons were: 

(a) “liked the hospital atmos- 
phere’; (b) “interested in nursing 
and for this reason considered 
hospital experience good”; (c) 
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4 “wanted to put my spare time to 
4 good use’’; (d) “people I came in 
contact with were very pleasant”; 
; (e) “we were appreciated by the 
hospital employees and patients”, 
: and (f) “we were needed and 
wanted by the hospital”. 

2. Most “teens” believed they 
were trained well enough to han- 
dle any job they were given. How- 
ever, they were much more at ease 
if they could work “for the first 
time” with an experienced volun- 
teer. There were further sugges- 
tions, but in most cases these af- 
fected the individual jobs the girls 
were asked to perform in specific 
departments. The volunteer de- 
partment was pleased with the fact 
that many girls suggested all fu- 
ture training classes be conducted 
‘just as they were this year’’. 


_ in most cases they were “accepted 
and appreciated” by the hospital 
staff and patients. They believed 
assistance and courtesy was ex-. 
tended to them by the staff in- 
volved, except in a few incidents 
where the comments from the girls 
were as follows: 

“Sometimes, if the staff was 
really busy, I felt I was in the 
way.” 

“I’ve always tried to be friendly 
to everyone, but I realize at times 
the nurses are too busy to be 
friendly back.” _ 


¢ 
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3. The volunteers considered that — 


“There are some people you can | 


never please, but on the whole 
most of them were wonderful!”’ 
“Everyone gets up on the wrong 
side of the bed sometimes. They 
know they aren’t supposed to take 
their feelings out on others, but at 


times they do.” 


Our evaluation form gave the 
volunteers an opportunity to write 
about any incidents they were hes- 
itant to discuss personally. Also, 
we discovered from these ques- 
tionnaires which departments or 
areas of the hospital needed fur- 
ther staff orientation as to the 
proper attitude toward volunteers. 

4. Number 6 on the evaluation 


form was, “You have given many 


volunteer hours to the hospital to 
assist where needed. Do you feel 
the hospital and the volunteer pro- 
gram have given you anything? 
Please explain: The majority of 
the answers were similar to: 

“Helped me develop a sense of 
responsibility.” 

“Gave me great feeling of sat- 
isfaction because I knew I was 
helping someone else.” 

“Helped me decide on a nursing 
career.” 7 

“Helped me meet new people 
and make new friends while doing 
something really worth while.” 

“Helped to give me more poise 
and confidence.” 

“Gave me greater knowledge 
and less fear of hospitals.” 

“Being a volunteer made me 


career 


learn to take orders and follow 
rules and regulations.” | 

Another important advantage the 
younger teen-ager receives while 
volunteering is the opportunity to 
observe the many different careers 
a hospital offers. If she wishes to 
learn more about a particular field, 
our volunteer office will arrange 
for her to assist in that department 
(if volunteers are allowed there) 
so that she can come closer to that 
in action. Although she 
might be doing just clerical or es- 
cort work, she can observe the du- 
ties performed and talk to the per- 
son doing the job. She can then 
adapt her high school course to 
help prepare for this field; after 
the age of 16 the youngster is often 
too advanced in her high school 
course to make the necessary 
changes in curriculum. 

The hospital also conducts, 


_ through administration and the 


public relations department, an an- 


' nual Career Day in which girls and | 


boys from the local high schools 
come in and work with a person 
doing the job they might like to 
do. However, these students for the 
most part are not hospital volun- 
teers. 

Our volunteer department coor- 
dinates a baby-sitting course given 
each year. Our teen-age volunteers 
are given first consideration for 
registration to the course. The 
classes are conducted for five Sat- 
urday mornings. 

Our evaluation findings are not 
unique. Probably any other hospi- 
tal making a similar survey of 
their teen-age program would ob- 
tain the same answers. It is essen- 
tial, however, to discover what 
staff members think of the vol- 
unteer program. This evaluation 
project gave them an opportunity 
to express their views, plus their 
own suggestions for expansion and 
improvements. It also gave teen- 
agers a chance to be adult enough 
to give their own ideas and opin- 
ions in regard to their volunteer - 
services to the hospital. As a re- 
sult, both the hospital staff and the 
teen-agers have a better under- 
standing of the volunteer pro- 
gram. 


IN THE central supply department, teen-age volunteers help package 
dressings, fold linen, sort materials and do other odd jos. 
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‘Operation efficiency’ 


by FRED SILVERMAN 


genase central supply is sim- 
ilar to the production facili- 
ties of industry. For this reason, it 
is highly desirable that the man- 
agement of this department of the 
hospital be production-centered in 
approach. Central supply can be 
made a much more efficient and 
reliable service area of the hospital 
through the use of time and motion 
studies, work flow continuity, work 
simplification, inventory control, 
production control systems and a 
variety of other industrial man- 
agement tools. 

The value of industrial manage- 
ment to central supply operations 
is more clearly obvious if we look 
at the department as a small as- 
sembly plant. It deals in raw ma- 
terials (soiled items returned from 
the units), production processes to 
make the raw materials useful 
(washing, assembling, packaging 
and autoclaving), and finally the 
warehousing and distribution of 
the products. 

A little more than two years ago, 
Montefiore Hospital, New York, 
placed its central supply depart- 
ment under the direction of an in- 
dustrial manager. Resulting from 
this change have been monetary 
savings, improved efficiency and, 
most important, improved service 
to the patients through adequate 
production of sterile material. 

The central supply department 
at Montefiore is an independently 
functioning department; it employs 
no nursing personnel. All the em- 
ployees are “lay” and are trained 


Fred Silverman is central ely. man- 
ager of Montefiore Hospital, New York. 


52 


in the central supply 


According to the author, hospital 
central supply is similar to an indus- 
trial production facility and _ easily 
lends itself to the approach and meth- 
ods of industrial management. He dis- 
cusses how industrial engineering 
techniques and a department manager 
trained in these techniques improved 
service and released nurses for nursing 
duties. 


in the department. This type of 
organization has freed nurses for 
other duties and has reduced the 
labor cost of the department con- 
siderably. 


USE OF PERSONNEL 


Although the feasibility of nurs- 
ing supervision of central supply 
is not to be denied, it must be re- 
membered that nurses are trained 
primarily in the care of patients 
and not in the techniques of in- 
dustrial management. On the other 
hand, a graduate in industrial 
management is specifically trained 
to use the tools necessary in run- 
ning a central supply department 
efficiently. 

A group of time and motion 
studies and an analysis of work 
flow continuity showed that a mul- 
titude of tasks in Montefiore’s cen- 
tral supply needed modernization 
in both methods and equipment. 

The work flow of central supply 
begins in the wash area. It was 
found that assembly-packaging 
employees were wasting many 
hours of productive time waiting 
for equipment to be cleaned. This 
type of delay necessitated higher 
inventories and prevented the op- 
timum utilization of capital equip- 
ment. Each item was washed by 
hand, a total of 20 man-hours per 
day being spent on this activity. 


The substitution of an automatic 
washing machine, the redesign of 
the area so that work flow pro- 
ceeded in a single direction with 
continuity and the addition of 
gravity rollers to automatically 
transport clean material to the as- 
sembling area reduced the washing 
area labor to five man-hours per 
day. 

A thorough analysis of the data 
collected in the time and motion 
studies also brought to attention 
many areas in which work simpli- 
fication could be applied. The use 
of rubber stamps to speed package 
labeling, the substitution of bags 
for folded wrappers and the use of 
tape dispensers rather than scis- 
sors, all resulted from these studies 
and analysis. The end results of 
these and other changes brought 
about by means of the studies and 
analyses were savings of time and 
money and a more efficient utiliza- 
tion of capital equipment and per- 
sonnel. 


The sorting of various sizes of 
linen was another problem solved 
by our thinking in terms of work 


_ simplification. Since the task could 


not be eliminated economically, the 
steps that caused delay in the proc- 
ess had to be eliminated. A simple 
motion study showed that the task 
of sorting had five major steps, . 
each of which had a number of 
minor motions. 

Further study disclosed that 
three major steps in the sorting 
operation accounted for approxi- 
mately two-thirds of the total time. 
It was found that at the time the 
linen was being used, two of these 
steps were repeated. By color cod- 
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ing the linen, three of the major 
steps were eliminated in the sorting 
operation and the total time neces- 
, sary for sorting linen in central 
supply was reduced by 66 per cent. 
Analysis of the assembly-pack- 
: aging area showed a multitude of 
. operations that needed thorough 
time and motion study. As a result 
of these-studies, similar activities 
were grouped together in the same 
area. It was found that the simpli- 
fication of motion, provision of 
small, inexpensive jigs and fix- 
tures, the establishment of job lot 
production lines for large volume 
items, the utilization of stamp- 
ers for labeling and other minor 
changes saved a few minutes in 
each operation. Although each 
single time factor saved seemed 
inconsequential, when taken to- 
gether the tOtal saving was suffi- 
cient to eliminate the need for 
extra personnel, which had been 
thought necessary. 

Although the various studies and 
analyses were primarily done in 
order to increase production, they 
were also of great value in a num- 
ber of other ways. Based on data 
collected in these studies, standard 
times for the accomplishment of 
specific tasks were determined. 
These standard times provided an 
accurate quantitative method for 


the evaluation of employee per- (TOP) a dy 
: rough analysis o me a motion stu | 
formance and provided goals for data collected during a study of the central supply department of the | 
employees still in their probation- Montefiore Hospital, New York, showed many areas where work | 
ary period. simplification could be effected. One innovation at the tray assembly table 
is @ visible card index file holding photographs of each tray and a list of its contents. 


The standardization of work 
techniques, which had its intended 
effect of increasing production, also 


llowed. for quicker and easier (BOTTOM) Industrial engineering techniques applied in the wash 


training of new employees. Train- area of the central supply department showed that much 

ing was also simplified by the use —— — oe for equipment to be cleaned by hand. Automatic washing 
2 machines and gravity rollers were installed and the 

of a photograph of each set, accom- area redesigned so that the work now flows in a single direction. 


(CENTER) A cart from the central supply department circulates among the nursing units iid 
day. The messenger leaves one clean item for every dirty item collected. 
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panied by a list of the set’s con- 
tents. 

The data collected during the 
various studies also aided in the 
accurate determination of operat- 
ing costs. These costs were used to 
make fair and equitable patient 
charges. They were also used to 
determine the labor cost factor 
when comparisons were being 
made between items processed in 
the hospital and those commercial- 
ly prepared. In this way, logical 
conclusions, based on sound eco- 
nomic judgment, could be drawn 
on questions of purchasing dispos- 
able or reusable items. 

Inasmuch as other areas of the 
hospital are intrinsically tied up 
with the operations of the central 
supply department, it was neces- 
sary to extend the application of 
industrial management techniques 
beyond the four walls of the de- 
partment itself. The distribution 
system for central supply items 
and the administration of nursing 
unit stocks are examples. 

Considerable nursing time was 
being spent daily at each nursing 
station to determine what central 
supply items needed to be requisi- 
tioned. Because these determina- 


tions were made in a nonscientific 
fashion, multiple trips were being 
made to the central supply each 
day from each nursing station. By 
assigning each nursing unit a mini- 
mum stock and by replenishing 
these stocks once a day, we are 
now supplying approximately 80 
per cent of the central supply items 
without the need for special requi- 
sitions. 

Traffic to the central supply de- 
partment has been reduced by 75 
per cent. It takes one employee ap- 
proximately four hours per day to 
replenish the floor stocks through- 
out the hospital, and the employees 
at each nursing station now spend 
almost no time concerning them- 
selves with these items. 


SOME REQUISITIONS USED 


Of course, even with this system, 


some items must still require requi- 


sition and return by the nursing 
staff. Because of the large capital 
investment involved and their spo- 
radic use, such items as cardiac 
pacemakers and sigmoidoscopes 
could not be assigned to each nurs- 
ing unit. There are also occasional 
situations in which the stock on 
the nursing unit does not meet the 


unit’s needs for a brief period. On 
these occasions, special requisitions 
are used. In order to account for 
the items issued in this fashion, a 
visible index system was instituted. 
This system keeps track of each 
piece of nonexpendable equipment, 
showing location, date of issue, 
date of return, etc. 

A monthly summary of these 
records, together with other records 
kept routinely in the department, 
furnishes important data on losses 
and breakage. These data point up 
loss and breakage patterns and 
problem areas, and constitute an- 
other important factor for cost 
analyses. 

The insight into problem areas 
and loss patterns obtained from 
the inventory records indicated 
where efforts could best be made 
to reduce loss and breakage. By 
training, investigation and the re- 
vision of policies and procedures, 
we have reduced the monthly dol- 
lar value of losses by 30 per cent. 

Other hospitals may not share 
the particular problems discussed 
in this article, but the approach, 
the methods and the techniques 
used in solving them are universal 
in their application. Ld 


‘Turn-of-the-century parade marks start of building project 


aos ere At California Hospital, Los 

a | 43 Angeles, a parade highlighting 
more than half a century of medi- 
cal progress from horse and buggy 
days to the space age recently 
marked the razing of a building 
constructed in 1902 to make way 
for a new $3 million cancer center 
for the hospital. Hospital person- 
nel appeared in turn-of-the-cen- 
tury costumes for the event, and 
the hospital’s oldest practicing 
physician lead the parade in a 
horse drawn buggy. After the pa- 
rade, a “souvenir sale” of bricks 
from the old building, wrapped in 
gold foil paper, concluded the fes- 
tivities. The proceeds from this 
sale, totaling more than $1100, will 
be used to augment the building 
fund. The event received wide- 
spread newspaper and television 
publicity from metropolitan and 
community papers and four tele- 
vision stations. 
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WENTY YEARS ago, the American Hospital Asso- 
ciation. held its 43rd annual meeting in Atlantic 
City. Last month, the Association held its 63rd an- 
nual meeting in Atlantic City. 
There were similarities, to be sure. Similarities 


that make one wonder about the progress we have 


made. In those days, almost every word uttered at 
the AHA annual meeting was committed to print, 
a task of ever increasing magnitude and of doubtful 
usefulness and a task abandoned happily many years 
ago. The transactions of the 1941 conference were 
full of preparedness talk. The United States was at 
peace, but war was 3 
a reality in Europe 
and a likelihood for 
us. Preparedness THE 1961 
was, more’s the pity, 
a 1961 subject. 

And there were 


sions on tuberculo- 
sis in 1941. In 1961, 
there were none, indicating perhaps that man has 


were twee tae ANNUAL MEETING IN REVIEW 


- better luck controlling the pestilence of disease than 


the pestilence of war. And Jack Masur, M.D., was a 
panelist in one of the 1941 sectional meetings, that on 
pharmacy. In 1961, he was much too busy to be a 
panelist: he was the incoming president. In 1941, 
T. Stewart Hamilton, M.D., wasn’t even in Atlantic 
City. In 1961, he became the president-elect. 

But the greatest difference of all was growth. Total 
AHA registration in 1941 was 2903. In 1961, it had 
grown to 13,721, larger than any other convention 
in AHA history except in New York in 1959. The 
1961 attendance exceeded all expectations and the 
combination of its size and of an amazing interest 


on the part of the registrants put the squeeze on. 


just about every meeting room. A _ wall-stretcher 
would have been a handy device. 


In 1941, the House received an income and expense ~ 
_ report showing total income of $104,000. In 1961, 


the House approved without dissent a dues increase 
of 6 per cent which amounted to only 2 per cent 


of current AHA income, but which was several thou- 


sands of dollars greater than the 1941 total. 
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last month and a word-and-picture account follows. 


INA. 
CHANG! NG 
AMERICA 


A joyous moment in 1941 was the destruction of 
the bonds, $60,000 toward the purchase in 1926 of 


the 18 East Division Street headquarters, and $32,500 


of a depths-of-the-depression issue. Perhaps nothing 
shows the contrast as the building reports do. The 
burning of the bonds wiped out the last of the 
indebtedness on 18 East Division Street, a building 
which cost $125,000. At the House of Delegates last 
month, John N. Hatfield, the retiring treasurer, re- 
ported with great pride that the only outstanding 
indebtedness on the new headquarters building was 
$1,150,000, scheduled to be terminated in 1967. This, 
Mr. Hatfield told the House of Delegates, would mean 
that the AHA would own, free and clear, its head- 
quarters, 13 years after the project was begun. 
Someone remarked at the meeting last month that 
major problems are never totally solved—you just 
keep chipping away at them until they cease to be 
major problems. It seems, as one reads about the 
events in 1941 vis a vis 1961, that the problems keep 
approximate pace with the chipping. In any event, a 
powerful lot of chipping went on in Atlantic City 
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Policies and Problems 


ESPITE THE GOADING of its presiding officers, the 


House of Delegates just couldn’t work itself into 
a controversy at the Atlantic City meeting. The only 
issue on which there was anything but unanimity was 
the one on which unanimous consent was required— 
a late-in-the-session motion to rearrange the meeting 
schedules of the House in future years. 

But the placidity didn’t mean unawareness of the 
serious problems facing hospitals. Two items which 
observers expected to keep the delegates in a dither 
—the health care of the aged and a revision of the 
principles of payment for hospital care—didn’t do so; 
not because the delegates didn’t have strong feelings 
on both issues but because action was deferred. 

On the health care of the aged issue, the House 
stuck by its 1958 position—the no-social-security side 
of the fence. However, it wanted no part of the 
ostrich-head-in-the-sand posture and ordered a spe- 
cial task force on the matter. 

From the Board of Trustees, under the chairman- 
ship of the then president, Frank S. Groner, the House 
received a special report on the aged. From the other 
president officers at that time, Jack Masur, M.D., and 
Russell A. Nelson, M.D., 
came recitations of the 
seemingly endless prob- 
lems of the hospital world. ad 
And the new president- 
elect, T. Stewart Hamilton, 
M.D., added a few more 
problems for good measure 
in his meeting with the 
press. 

On the aged, then Presi- 
dent Groner and the other 
officers and trustees not 
only recommended an ur- 
gent new look but also a 
special meeting of the 
House of Delegates as soon MR. GRONER 
as possible, and that was 
understood to mean about 90 or 120 days. 


In its report, the Board reviewed the AHA ac- 


tivities on the issue for a period of years and 
noted that in 1958, the House approved a statement 
which recognized the need for financial support by 
the federal government. In this statement, the Associ- 
ation expressed clearly its misgivings about certain 
dangers inherent in the use of the social security sys- 
tem as a mechanism for financing the health care of 
the aged. It reiterated the desirability of utilizing 
existing voluntary prepayment agencies, but conceded 


- that ultimately it might become necessary to use the 


social security device to finance the hospital and 
medical care needs of persons over 65 who are not 
regularly employed. 


NEW STATEMENT ON AGED APPROVED 


After reaffirming the 1958 position, the House of 
Delegates recorded its “continued interest in vigorous 


efforts to foster effective programs in every state for 
the adequate health protection of indigent and medi- 
cally indigent beneficiaries of the Kerr-Mills 
The approved statement then said: 
“The Board of Trustees is aware that there are 


deficiencies in the voluntary prepayment and insur- 


ance plans or: seeeractaty health protection of retired 
aged persons.” 

“This proposal contemplates a careful reappraisal 
of all aspects of the present policy position for pres- 
entation to Blue Cross agencies and legislative bodies. 

“The report will include: (1) Re-examination of 
previous plans for the provision of hospital care for 
the aged; (2) Reappraisal of the House of Delegates 
policy statement of 1958 in the light of current needs; 
(3) Evaluation of the results of a renewed effort to 
implement more effectively the full potential of the 
Kerr-Mills Act; (4) Consideration of a national Blue 
Cross program especially designed for the hospital 
care of persons over the age of 65; (5) Study of 
legislative possibilities of utilizing the social security 
mechanism without the objectionable provisions con- 
tained in bills thus far presented to the Congress; (6) 
Summary of unmet needs in: (a) Construction of 
general hospitals, chronic disease institutions and 
nursing homes; (b) Recruitment and training of pro- 
fessional health personnel to carry out a more ade- 
quate program of early diagnosis, comprehensive care 
and rehabilitation for retired aged people. 

“The challenge in the health area is also a great 
one. We believe we can live up to our obligation to 
meet the health needs of 16 million aged persons in 
the same way we are providing care to all other age 
groups in our population. We believe it can and 
should be accomplished through the voluntary system, 
with a major role of responsibility at the local level.” 

A lively debate seemed likely over the proposal for 


revision of the principles of payment for hospital care 


—the “bible” for hospitals in their dealings with 
third-party agencies and vice versa. The review com- 
mittee which studied it in advance of the House meet- 
ing spent more than two hours in vigorous discussion. 
The revision was withdrawn for further considera- 
tion, but the delegates left no doubt in anyone’s mind 
of their understanding of the importance of the issue 
by insisting that the revision be put on the agenda 
of the special meeting of the House. | 
On other matters, the House: 
@ Recorded its satisfaction with the progress made 
so far in negotiation with the National League for 
Nursing on the nursing school accreditation program, 
but adjured AHA councils and committees that its 
vote was not a sign of complacency, that diligent 
efforts to resolve the knotty problem were necessary. 
@ Approved a 6 per cent increase in the dues, after 
hearing a report that the increased income (somewhat 
more than $100,000) was necessary to pay for real 
estate tax, new quarters for the Washington office 
and staff additions in two key departments. 
Although it postponed key decisions on major poli- 
cies, the House was reminded from three sources— 
the new president, the new president-elect and tne 
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newest past presidential officer—that there were 
enough problems around to keep the hospital field 
perplexed for years. 


DR. MASUR LISTS MAJOR GOALS 


Dr. Masur gave his ideas of the problems in his 
presidential address. Here are his goals, and some 
comments. 

@ To achieve improved public understanding of 
_ the higher cost of better hospital care. 

“It is a fact that hospital costs have gone up 111 
per cent during the past 10 years. It is also a fact 
that the quality of hospital care has gone up to a 
much greater degree. But we must face up to the 
unpleasant fact that the American people want the 
best that modern medicine can provide, but many 
people do not accept the fact that this higher quality 
has brought a justifiably higher cost. 

“We have an obligation to establish a more aecurate 


image of our hospitals. We—the American Hospital _ 


Association—must impress upon every person in the 
nation that our hospitals stand ready every hour of 
the day and night to give superior medical care. We 
must impress upon patients, their families, third party 
agents and regulatory officials that the quality of care 
and the economics of care are inseparable. 

@ To attain through regionalization a more effec- 

tive approach to the responsibilities of planning 

and operation of all hospitals by voluntary and 
governmental agencies. 

“Last week, the new California law on regional 
planning went into effect. This step, as well as the 
previous legislative action in New York, are hopeful 
signs, but administrators, physicians, trustees and 
state and local government officials have a long way 
to go in shaping the sixties on the fundamental prob- 
lem of regional planning and operation of hospitals. 
We are living in a great and challenging present, and 
we face a more challenging future. As public service 


agencies, we must have a willingness to act when 


a problem is clearly defined and a course of action has 
been laid down. 
@ To integrate the concept and practice of reha- 
bilitation as a component of adequate care. 


“The patient who leaves the hospital with the 


designation cured is too frequently an emotional, 
occupational, or physical cripple. The hospital’s 
responsibility should not end with the removal of 
cataracts, the amputation of a leg, or the partial 
restoration of a decompensated heart. Many patients 
urgently need continued help in learning to adjust 
themselves to the everyday requirement of making a 
livelihood in a world which has been greatly changed 
because of the disability which results from an illness. 
The techniques of physical medicine, psychiatry and 
social vocational guidance are as important as the 
scalpel or digitalis. 

® To develop a dynamic program for the health > 

care of the aged. 

“Whatever decisions may be made by the American 
people, through -the democratic process by their 
elected representatives in the Congress, on the Gov- 
ernment’s role in financing of the health care of the 
aged, our aim will be to cooperate whole-heartedly in 


the implementation of an adequate hospital program . 
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with emphasis on early di- 
agnosis, comprehensive 
treatment, and rehabilita- 
tion techniques to reduce 
long-term disability for 
these millions and millions 
of elderly people. 

@ To extend existing 

accreditation pro- 

grams and to activate 
new types of approval 
| programs. 

“An accreditation program for nursing homes 
should also be a major objective. Approximately half 
a million older persons are in nursing homes, and we 
have reason t6 believe most of these people are receiv- 


ing inadequate care and little medical attention. The — : 


number of nursing home beds, especially in proprie- 
tary institutions, may be doubled in this decade. 
Throughout this country there is a yearning for action 
in the development of a program for the improvement 


of the nursing home situation. 


“There are other major goals for American hospi- 
tals in our list of never-to-be-finished business. Time 
is running out here on our crowded agenda. I want 
simply to name some of them with the hope that they | 


- too may serve as suggestions for discussion and action 
in your metropolitan, state, and regional associations. 


@ To encourage the integration of psychiatric 

services in general hospitals... 

@ To increase the availability of benefits and 

services for ambulatory patients. 

® To foster the development of group practice, in | 

relationship to hospital care. 

® To implement more fully the concept of home 

care for long-term patients. 

@ To accelerate research in hospital planning, 

design, and management. 

® To support the expansion of programs of con- 

tinuation education, particularly for practicing 

physicians. 

@ To improve the preparedness of hospitals for 

mass casualties. 

@ To participate more fully in international ef- 

forts for the betterment of hospital activities in 

other countries.” 

Dr. Masur concluded: “Our most exalted goal 
always has been and always will be, in the words 
of an old French saying: “To cure, sometimes; to help, 
often; to console, always.’ ” 


PRESIDENT-ELECT VIEWS PROBLEMS 


The president-elect, Dr. Hamilton, covered the 
problem areas in an interview shortly after his elec- 
tion. He saw them as: the health care of the aged, an 
integration of care units other than hospitals and the 
nurse shortage. 

On health care of the aged: “I feel strongly that 
the solution to this problem can be met through vol- 
untary approaches. We must carefully explore every 
possible voluntary means for getting the job done.” 

On integration of the nursing home into the total 
health care picture: “There are nearly 60,000 nursing 
homes in the country, of which about 4500 could meet 
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our minimum criteria. 
Thus far, only 300 of these 
have applied for listing and 
about two-thirds of this 
number have been listed 
by the AHA. 

“For the best care nurs- 
ing homes can provide, they 
should not be profit-mak- 
ing institutions. This does 
not mean that I am con- 
demning proprietary nurs- 
ing homes. Rather, it does 
mean I would like to see 
the nonprofit nursing home 
cooperating with the com- 
munity hospital flourish.”’ 

On the shortage of nurses: “We have to refine our 
recruitment methods and above all get around the 
notion that the administrative aspects of nursing are 
as important as treating patients.” 


DR. HAMILTON 


DR. NELSON TAKES A SECOND LOOK 


And having been given a problem outlook from the 
viewpoint of a present president and a president-to- 
be, the delegates took a look at things through the 
not-so-rose-colored glasses of a past president, Dr. 
Nelson. Dr. Nelson had this to say: 

“In August 1959, when I 
assumed the office of presi- 
dent before the House of 
Delegates at the meeting in 
New York City, I thought 
it might be useful to out- 
line certain of the major 
problems facing the Amer- 
ican Hospital Association 
and its members as I saw 
them. At that time, after a 
few year’s experience as a 
hospital director and work 
with the Association’s 
councils and committees, 
and one year as president- 
elect, I was full of confi- 
dence and courage about 
what should be done. I felt I might even be part of 
getting some of the problems on the road to solution. 
Since that time, much water has flowed under the 
bridge and we have all been struggling, not only with 
those problems but subjected to all kinds of new pres- 
sures and forces that bear on hospitals and the work 
they are trying to do. 

“During these two years of trying to get work done, 
the questions became bigger, more complicated and 
less clear—both as to nature and solution. As the 
matters were studied, sharp differences of opinion as 
to solutions appeared among the membership and in 
American medicine generally. Compromises and ac- 
ceptance of only partial improvements became the 
order of the day. These are sometimes hard to accept 
personally, but generally, they must be accepted in 
order that the wishes of the majority can be ex- 
pressed. The brash confidence and courage, as ex- 
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pressed in 1959, mellowed into more of “this-is-the- 
best-we-can-do”’ point of view of the sixties. ... 

“Now as I leave the officership of the Association, 
I can return to a position of my own which gives the 
personal satisfaction of being one I can clearly under- 
stand and support and one for which I do not have 
to seek majority support. The present situation as it 
seems to me on the major points I mentioned in 1959, 
might be summarized as follows: 

“1. In 1959, we were very concerned about labor 
unionization and strikes in hospitals. The Association 
and hospitals, nationally and at local levels, have 
made great strides and, at the time of this meeting, 
the employment practices in many of our hospitals, 
particularly those in the large cities, have improved 
very substantially. This improvement apparently has 
led to a reduction in employee unrest and union 
activity. I personally believe we are in the last days 


of the period in which hospitals have substandard 


employment practices... . 

“2. The need for more vigorous local hospital as- 
sociation activity has been stressed during the past 
two years and the record shows some increase in the 
effectiveness of the organization of state and city hos- 
pital groups. We still have a long way to go in most 
communities and unless hospitals form these effective 
joint action groups, all the controls on hospital care 
that we spoke of, will be imposed by outside 
sources. ... 


‘A REAL JOB STILL-NEEDS TO BE DONE’ 


“3. In 1959, there was considerable concern about 
the problems of Blue Cross and hospital relationships. 
In 1960, we saw the reorganization of the Blue Cross 
national body into the preserit Blue Cross Association 
with its close ties to the American Hospital Associa- 
tion. All the organization has been done. All the 
speech making and resolutions to do better, I pre- 
sume, are nearing an end. I hope so. A real job, how- 
ever, still needs to be done. That job is for a national 
Blue Cross effort to improve benefits, extend care at 
reasonable rates to greater segments of the popula- 
tion, and attack vigorously the tendency to rest on 
our oars and- gradually drift through experience 
rating deductibles and other alien ideas, into the 
pattern of indemnity commercial insurance. The test- 
ing ground for this is right at hand in the opportunity 
to provide care for retired citizens over the age of 
65 who are capable of self-support if it can be given 
at reasonable rates. Unless Blue Cross can do this 
job, it will fail to do the future jobs of providing 
expanded coverage to a population that is seeking an 
ever greater amount of hospital and medical care... . 

“4. In 1958, our Association adopted a position in 
regard to national programs for financing the care of 
the retired aged. This position has been called weak 
by those who have strong convictions in favor of 
social security as the mechanism and also those who 
have strong convictions in the opposite direction. It 
has proved, however, to be a workable position during 
these times of serious debate. Under this position, it 
was possible for our Association to take leadership in 
the development of the national program identified as 
the Kerr-Mills plan, providing state-federal aid to 
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= 7 NEW AHA OFFICERS 


T. Stewart Hamilton, M.D., director of the Hartford 
(Conn.) Hospital, was named as president-elect of 
the American Hospital Association by the House of 
Delegates at its second session. At the same session 
the House also elected four trustees and four dele- 
gates at large, all for three-year terms, appointed 
a new treasurer and inducted as president Jack 
Masur, M.D., director of the Clinical Center, National 
Institutes of Health, Bethesda, Md. : 

Trustees are: W. W. Stadel, M.D., director, San 
Diego County (Calif.) Department. of Medical Insti- 
tutions; Henry N. Pratt, M.D., director of the New 
York Hospital, New York; Stanley W. Martin, execu- 
tive secretary, Ontario Hospital Association, and im- 


DR. STADEL DR. PRATT 
Bank and Trust Company of Chicago. He replaces 
John N. Hatfield, hospital consultant, Chicago, who 
had been AHA treasurer since 1953. | 

Dr. Hamilton was born in Detroit, Mich., 50 years 
ago, the son of J. T. Stewart Hamilton and Lucy 
Safford Hamilton. His father was director of Harper 
Hospital in Detroit from 1912 until his death in 
1945. Dr. Hamilton received his early education at 
the Phillips Exeter Academy, did undergraduate 


work at Williams College, and began his medical | 


education at Harvard Medical School. He continued 
his-study of medicine at Wayne University, interned 
at Harper Hospital, Detroit, and practiced medicine 
in Truro, Cape Cod, Mass. 

Dr. Hamilton became the executive director of 


mediate past president, Canadian Hospital Associa- 


tion; and Hal G. Perrin, director, Bishop Clarkson 


Memorial Hospital, Omaha, Nebr. 
‘Delegates-at-large are: James G. Carr Jr., admin- 
istrator, Memorial Hospital of Natrona County, 
Casper, Wyo.; L. O. Bradley, M.D., administrator, 
Winnipeg General Hospital, Winnipeg, Manitoba, 
Canada; Linus A. Zink, M.D., assistant chief medical 


director of operation, Veterans Administration Cen- — 


tral Office, Washington, D.C.; and William L. Wilson 
Jr., administrator, Mary Hitchcock Memorial Hospi- 
tal, Hanover, N.H. 

New treasurer of the Association is Tilden Cum- 
mings, president of the Continental Illinois National 


- MR. MARTIN MR. PERRIN 
Hartford Hospital in 1954 after having been assistant 
director of Massachusetts General Hospital, Boston, 
and director of Newton-Wellesley Hospital, Newton 
Lower Falls, Mass. 

He has held numerous posts with state hospital 


associations and with the American College of Hos- 
pital Administrators, the Educational Council for 


Foreign Medical Graduates, and the AHA, His most 
recent post with the Association has been as chairman 
of the Council on Professional Practice. 


Dr. Hamilton has been married since 1937 to the | 


former Amy Washburn, daughter of the late Frederic 
A. Washburn, who was president of the AHA in 
1913. They have three daughters and two grand- 
children. 


the indigent and medically indigent retired aged. 
Over a third of our states now have working plans 
and the remainder, up to over one-half of the total, 
have plans in the ‘process of creation. 

“In 1960, the total population of the United States 
was approximately 180 million—now Kerr-Mills 
programs are in effect or clearly coming in states 
having 105 million of this population. This is 60 
per cent of the American people. This has been done 
in the one year following passage of federal legis- 
lation. It not only has aided hospitals in the financial 
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problem of caring for the aged indigent and medically 
indigent, but has and will further set the pattern for 
financing the care for such indigents of all ages. This 
is something hospitals and the Association have been 
struggling for, for many years. 

“But what about the situation of the retired aged 
who are above the level of medical indigency? Our 
Association always has considered that federal legis- 
lation would be necessary for the care of the aged 
and it has felt that the social security mechanism 
might have to be used ultimately. We have federal 
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legislation now in the Kerr-Mills bill. Is it enough? 
I do not think so. 

“Our self-supporting aged still cannot afford ade- 
quate coverage from voluntary prepayment agencies. 
Many, probably a majority of our Blue Cross leaders 
feel that Blue Cross cannot do this alone. I believe 
now, the Association should work toward a plan to 
cover the serious needs of the more solvent aged. 
Whether the money needed for federal subsidy is 
raised through the social security tax or some other 
mechanism, is a matter about which we in hospitals 
and medical work should not be primarily concerned. 
We can all have our individual feelings about what is 
the proper way to tax people, but our real concern 
should be that its benefits are those we know to be 
valuable in the care of the aged. How are they admin- 
istered, how payment is made and what effect a plan 
will have on hospital care for other people. 

“5. No meeting of the Association or report of an 
officer, I believe, will ever be able to avoid mention- 
ing nursing and nursing education. In 1959, we viewed 
with alarm the difficulty of the accreditation program. 
The last few days show that in 1961, we still do. 
However, the number of our hospital schools which 
have been accredited continues to increase and it is 
clear that with all its troubles, the accreditation serv- 
ice is successful. 

“6. Hospitals-doctors-medical practice the radi- 
ologist-pathologist issue was warm to hot in 1959. 
Some of us made speeches around the country urging 
a broader view of the doctor and the hospital than 
just the radiologist and the pathologist. The issue 
seems to be at lower temperature this year, but this 
is not entirely a certain observation. It may be the 
calm before more storms. I have confidence here 
though, that there are more elements that will bring 
the doctors and the hospital together in the future 
than there are to push them apart and that reason 
and common sense will prevail. 

“7. In 1959, we were concerned that hospitals had 
poor public relations and we urged that the Associa- 
tion consider the development of public relations 
activities. However, this was considered to be im- 
practical. It is felt that the public relations of the 
hospitals are local matters best handled by local 
people and, anyway, a national public relations effort 
was too fantastically expensive for the Association 
to consider.” 

As if hospital problems weren’t enough for the 
hospital world, other speakers removed the adjective 
“hospital” and took a broader view. 


RESPONSIBILITIES TO GOALS STRESSED 


OR EXAMPLE, Arthur Larson, director of the World 

Rule of Law Center, Duke University, told us 
that we can and should set-ourselves a series of 
specific goals that will “carry entire segments of 
our economy, society or international relations to new 
levels that are both realistic and inspiring”’. 

The speaker outlined three broad areas to illustrate 
the kinds of goals to which he referred. These were 
(1) the rule of law in international affairs; (2) “pan- 
ownership”, or “every man a capitalist’; and (3) the 


organization of knowledge—‘“‘a plan to multiply the © 
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production of both scientific and nonscientific knowl- 
edge through modern technology.” 

Elvis J. Stahr Jr., Secretary of the der. outlined 
the broadened medical program announced by Army 
Surgeon General Heaton to conserve fighting strength 
and prepare for mobilization. The program, he said, 
was referred to as “the five pillars of military medi- 


cine”, and includes: 1. The practice of medicine, 
including the art of medicine as well as curative and 
preventive medicine; 2. Field medicine; 3. Medical 
education and training; 4. Medical research and de- 
velopment, and 5. Medical administration and man- 
agement. | 

Secretary Stahr noted that this five-point program 
for “total medicine” could be taken as a guide for 
much of what has to be accomplished in the civilian 
medical fields in the years ahead. 

“Certainly we shall need leaders in those fields as 


' never before—not just because of the disquieting in- 


ternational picture, but also because of the many de- 
mands of our age which, in the final analysis, amount 
to the greatest challenge in history,’’ he concluded. 

Leonard W. Larson, M.D., president of the Amer-. 
ican Medical Association, predicted new horizons in 
clinical medicine. 

Dr. Larson said, “We are almost at the dividing 
point now between the old and the new... . Ulti- 
mately, I expect that medical practice will penitinus 
its conversion from treatment and relief of suffering 
to preventive medicine. Much of this will take place 
in that as yet uncharted realm of medical science 
known as mental health.” : 

Dr. Larson stressed, however, that our research, 
experimentation and application of ever-expanding 
medical knowledge must continue to grow today so 
that tomorrow’s growth may spring from today’s 
scientific solidity of knowledge. 

“The future is ours to nourish,” he concluded. 


Patient Care 


F THE “patient” could have been an unseen guest 
I at the 63rd meeting, he would have been amazed, 
touched, perhaps even dismayed, by all the attention 
devoted to him. Age was no bar for this collective 
“patient”, this ‘““Everyman” who fills all those hospi- 
tal beds. Whether he required nourishment for the 
body or the soul; whether his ailment was of an 
emergency or chronic character; whether he was in 
or out of the hospital—his welfare was of concern 
to these hospital personnel. 


HOSPITAL-NURSING HOME RELATIONS 


With emphasis on the latter stages in this patient’s 
life cycle, one session covered the subject of hospital- 
nursing home affiliation agreements. The problem of 
providing “continuity of care’’ was discussed by 
David M. Kinzer, executive director of the Illinois 
Hospital Association, Chicago, and Mrs. Florence | 
Baltz, R.N., immediate past president, American Nurs- 
ing Home Association; Washington Nursing Home, 
Washington, IIl., who outlined some of the steps taken 
to date in attempting to solve the problem in Illinois. 

‘We have found that an affiliation with hospitals 
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by hospitals, 


is wanted by many nursing homes and, to an extent, | 


said Leonard P. Goudy, administrator, 
Proctor Community Hospital, Peoria, Ill., who chaired 
the session. 

Mrs. Baltz detailed some of the erciitaune which 
must be solved before such agreements for affiliation 
can be reached, including poor communications be- 


tween nursing homes and hospitals and long standing | 


mutual fear, criticism and suspicion of one for, the 
other. 

Mr. Kinzer noted that the Illinois Hospital Asso- 
ciation has attempted to establish closer relationships 
between the two groups and has issued a statement 
on this problem. He noted that this statement con- 
tains reasonably inclusive facts which would be con- 
sidered by hospitals and nursing homes when an 
alliance is contemplated, although differences in local 


-eonditions will dictate substantial variations in the 


patterns of such efforts, 


REHABILITATION 


“Hospitals are missing the boat on rehabilitation,” 
Edward E. Gordon, M.D., director, department of 
physical medicine, Michael Reese Hospital and Medi- 
cal Center, Chicago, told a group of administrators. 


He suggested the term “restorative care” as a sub- 


stitute for the term “rehabilitation”, which he said 
is losing its meaning. Dr. Gordon said there is too 
much emphasis on the patient’s disability and not 
enough on his ability. 

Approaching the subject of rehabilitation as a serv- 
ice in the community hospital, Anthony J. Perry, 
administrator, Decatur and Macon County Hospital, 
Decatur, IIl., said that such a service “can be one of 
the most important in the hospital today”. He empha- 
sized that the needed types of rehabilitative services 
vary in different communities and said that it is the 


_administrator’s function to survey the need in his 


particular area, sell the idea to the hospital, educate 
the medical staff in the role of such facilities and get 
financial support from the public and from national 
agencies. 


PSYCHIATRIC CARE 


That the general hospital is a better place for men- 


tal patients than the mental hospital was agreed upon ~ 


by two speakers at a session devoted to “Psychiatric 
Care in the General Hospital’’. 

John J. Blasko, M.D., assistant director, Psychiatry 
and Neurology Service, Department of-Medicine and 
Surgery, Veterans Administration, Washington, D.C., 
cited the use of a wide variety of “psychotrophic”’ 
drugs as one of the chief factors which have made it 
possible to treat most types of psychiatric patients in 
a general hospital. This practice has many advantages 
too, he stated, and among those he enumerated were 
that it helps to reduce the distance between psychia- 
try and medicine and that it encourages patients to 
seek treatment earlier because no stigma is attached 
to such treatment in a general hospital. 


“Disastrous” was the adjective applied to the sepa- 


ration of general and mental hospitals in a speech 
by Jack R. Ewalt, M.D., director, Joint Commission 
on Mental Illness and Health, and superintendent, 
Massachusetts Mental Health Center, Boston. He ex- 
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plained that mental hospitals have grown in size, 
but have not kept up with modern care in terms of 
equipment and personnel as has the general hospital. 


EMERGENCY CARE 


Because the watietd increasingly turns to the hos- 
pital for emergency treatment rather than to the 
individual physician, emergency departments have 
become a “problem area’’, according to speakers who 
discussed this subject both from the administrative 
and the clinical points of view in a session on “Emer- 
gency and Ambulatory Care’’. 

Henry J. Murphy, assistant director, Massachusetts 


General Hospital, Boston, used a hypothetical “dream” 
emergency ward in describing the facilities that would © 


ideally be available. He emphasized the need for the 
hospital’s disaster program to be integrated closely 
with the emergency ward. 

Paul A. Skudder, M.D., assistant professor of clini- 
cal surgery, Cornell University Medical College, New 
York, stated that a national survey on emergency 
care showed that the use of hospital emergency 
departments had increased by 120 per cent from 1945 
to 1958. Dr. Skudder noted that the survey showed 
the “broadening spectrum” of emergency care, since 
42 per cent of the cases handled consisted of non- 
emergent problems. 


THE NURSE’S ROLE 


The traditional provider of bedside care to the 
patient, the nurse, is grappling with the changes 
brought about by the dynamics of hospital care. At 
a session devoted to “The Changing Role of the Pro- 
fessional Nurse in the Hospital”, Judith G. Whitaker, 


R.N., executive secretary, American Nurses’ Associa- — 


tion, New York, concluded that the nurse should 
perform both functional and clinical roles, but proph- 
esied that “continuing improvements in hospital 
organization and administration will free greater 
numbers of professional nurses to carry out the es- 
sential clinical nursing role’’. 

E. D. Pellegrino, M.D., professor and chairman, 
Department of Medicine, College of Medicine, Uni- 


versity of Kentucky Medical Center, Lexington, com- 


mented that the present dilemma comes from the 
“difficulties in fitting the new into the old”. He leaned 
to the view that the nurse must accept increased 


_ administrative functions and the leadership of vari- 
ous types of workers who may assume some of her | 


traditional duties at the bedside. At the same time, 
he saw promise of her return to the bedside “in a new 


and expanded role more consonant with the demands 


of contemporary science and society”. 


At another meeting, Mary E. Brackett, R.N., asso- 


ciate director of nursing service, Hartford (Conn.) 
Hospital, analyzed the problem from the standpoint 


_ of “Nursing Service Staffing Profiles”, and empha- 


sized the varying nursing needs in different hospitals 
as well as in each unit of a hospital. In arriving at a 


“nursing budget” to be presented to the administra- 


tion at Hartford Hospital, she explained how sugges- 
tions were developed by supervisors working with 


their head nurses, “These suggestions were studied by 


nursing service administration and supervisors in 
(Text continued on page 67) 
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FIRST step at a convention is to register. Second step at the AHA’s annual 
meeting—as these registrants no doubt later learned—is to attach the 
badge to the right lapel. | 


WIDE-RANGING titles of sessions sometimes led : 
to a conflict of interest that made it difficult to q 
decide just where to go next. q 


THE DECISION of where to go had to be made 
promptly, however; those who dawdled found 
standing room only in some of the sessions. 


HOT WEATHER, at least at first, and varying amounts of mileage on the 
Boardwalk made the Convention Hall's new moving stairway a welcome 
magic carpet fo the sessions. 
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ANNUAL MEETING PICTURES 


Everyone coming back from a convention brings pressions that are likely to be held in common by all. 
home a different set of impressions. For an annual To record some of these impressions, HOSPITALS, 
meeting as large in attendance and wide in scope of . asked Photographer Arthur Leipzig to put himself. 
program and activities as that of the American Hos- in the place of a registrant and use his camera’s eye 
pital Association, the experiences of the individual — to preserve for presentation here some of the typical - 
registrant are varied indeed. Yet there are some im- ___ sights of the Association’s 1961 annual convention. 


FRESH approaches to solving the day-to-day problems of running a hospital 
came through as sessions unfolded at the four-day meeting. 


(LEFT, AND ABOVE) MANY of the “speakers’’ at the annval 
meeting were not listed in the program. Most sessions al- 
lowed time for informal discussion after the formal addresses. - 


PERENNIALLY popular educational events at AHA’s annual meet- 
ing are the film showings; seven were shown for the first 
time at this meeting. 
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AS USUAL, the House of Delegates found itself confronted with complex hospi- 
tal problems demanding immediate solution. 

THE Association's new president, Jack Masur, M.D., (left) shown here with 
Frank S. Groner, immediate past president, listed major goals for hospitals in 
his inaugural speech. 


A NEW look at the entire health-care-of-the-aged issue was 
recommended by Walter J. McNerney, president, Blue Cross 
Association, in his remarks before the House of Delegates. 


Many delegates took the floor to express their ideas on current health care issues. 
On one issue, the health core of the aged, the House stood by its 1958 position. 
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At lunch time and in late afternoon, nearly everyone in sight on the Boardwalk wore 
an AHA convention badge. By the final day, 13,721 registrants had donned badges. 


A photographic arrangement was of high interest, especially for 
expectedly discovered themselves in the pictures. 


(ABOVE) Returning to their hotels after 
the sessions, some took time out for some 
window shopping along the Boardwalk. 
(LEFT) Opportunity, well availed of, was 
provided for wives of presidential officers 
and registrants to become acquainted at 
the “‘Wives Coffee Hour’’. 
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TWENTY years ago, at the 43rd annual meeting of the AHA, also 7 Me 
in Atlantic City, 190 commercial and 35 educational exhibits 

were shown. Filling Convention Hall this year were approxi- 
mately 450 exhibits, or nearly double the 1941 figure. Scenes 
on this page were typical of the four days as registrants prodded, 
probed, touched, tested, squinted, and squeezed as they went 
through the fascinating process of getting acquainted with the 
hundreds of items offered by the exhibitors. 
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joint sessions and a mutually acceptable staffing pat- 
tern for each unit adopted,” she said. 


CHAPLAINCY PROGRAMS 


To aid the clergy as well as hospitals in ministering 
to the spiritual needs of the patient, a new AHA 
manual, Essentials of a Hospital Chaplaincy Program, 
was introduced at a session on the role of the chap- 
lain in the hospital. 

The publication is a way of recognizing a move- 
ment which has been under way for 20 years in a 
number of hospitals throughout the country, accord- 
ing to the Rev. Granger E. Westberg, associate pro- 
fessor, Religion and Health, School of Medicine and 
Divinity School, University of Chicago. ‘“‘Thanks to 
the many hospitals which havé opened their doors 


clinical education under teaching chaplains, we now 
have more than 30,000 clergy in the country who had 
at least introductory. courses in the role of the clergy- 
man in health,” Rev. Westberg said. 


Food to.aid in healing the patient, rather than 
merely “‘three square meals’’, was stressed at a session 
devoted to the cooperation needed for “Management 
of Diet Therapy”’. 


of the hospital was suggested as one means of facili- 
tating communication between the dietitian and other 
members of the hospital staff. Doris Johnson, Ph.D., 


Community Hospital, New Haven, Conn., also rec- 
ommended that patient rounds be made at a time 
when the dietitian can attend. She described the diet 
manual in a hospital as a basis of planning and as 


and the dietitian. 

LeRoy E. Bates, M.D., director, Union Memorial 
Hospital, Baltimore, Md., spoke from the viewpoint 
_ of the hospital administrator on the recognition of the 
importance of nutrition in preventing and curing of 
disease. The growth of the science of nutrition in the 
present century is part of the era of scientific medi- 
cine, Dr. Bates said. The dietitian’s function, he con- 
tinued, is to see that this knowledge is applied in a 
practical way not only to speed the patient’s recovery, 
but also to promote his continued well-being after 
he leaves the hospital. 


eendards for Hospitals 


N INCREASING AWARENESS of the need for estab- 

lishing standards for hospitals, not only in activi- 
ties directly related to patient care but also in such 
areas as utilization and construction of the physical 
plant, was reflected again and again in annual meet- 
ing program sessions. 


UNCERTIFIED FOREIGN GRADUATES 


At a session on “Hospital Accreditation Problems”, 
Kenneth B. Babcock; M.D., director of the Joint 
Commission .on Accreditation of Hospitals, warned 
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so that theological students of all faiths might receive | 


FOOD FOR HEALING : 


An office for the diatition in the patient care area | 


director, Department of Dietetics, Grace-New Haven © 


a means of communication between the physician . 


during a question and answer session that too many 


- hospitals have filed their disaster plans “in the ad- 


ministrator’s drawer’. Although 50 to 60 per cent 
of hospitals have complied with the request of the 
Joint Commission to establish disaster plans, a large 
percentage of these plans are never rehearsed, said 
Dr. Babcock. 

Dr. Babcock, who discussed trends in accreditation, 
noted that hospitals being surveyed for accreditation 
in the coming year will be asked to verify that no 
uncertified foreign medical graduates are on their 
staffs, and will also be requested to state what meth- 
ods they used in evaluating patient care. 

Touching on the subject of osteopaths, Dr. Babcock 
expressed surprise that few hospitals having D.O.’s 
on their staffs had requested accreditation following 
the change in Joint Commission regulations in this 


area. 


Moving on to the question of blood facilities, Dr. 
Babcock urged careful examination of hospital prac- 


tices of handling blood. “Wrong blood was given to 


patients in over 2000 cases last year,” he said. 


CONTROLLING UTILIZATION - 


Three different approaches to the question of utili- 
zation, of assuring proper and appropriate use of 
hospital facilities, were described by speakers at a 
session on “‘Hospital-Blue Cross Programs To Assure 
Appropriate Utilization”’. 

Francis E. Browning, M.D., professor of medicine at 
the University of Rochester, Rochester, N.Y., de- 
scribed a seven-week survey on utilization, and ex- 
plained that a Patient Care Planning Council had 
been formed with specific responsibility for making 
recommendations for balanced planning in commu- 
nity health care facilities. As a result of the study, 
Dr. Browning reported, “It is clear that the question 
of whether or not the medical care needs of an indi- 
vidual patient require hospitalization is almost en- 


-tirely a matter of individual medical judgment.” 


E. A. van Steenwyk, executive vice president of 


Associated Hospital Service of Philadelphia, explained 


how his Plan has been cooperating with the medical 
profession and hospitals in an attempt to assure 
proper utilization of hospitals. 

The third presentation was made by Carl M. Metz- 
ger, president of Hospital Service Corp. of Western 
New York, who said that those who presently criticize 
utilization of hospitals have an “exaggerated concep- 
tion about how much utilization really exists for 
control”. The key to the whole question of utilization 
is ‘“‘communications’’, according to Mr. Metzger. 


MEASURING HOSPITAL USE 


At another session on utilization, Thomas B. Fitz- 
patrick, research associate at the University of Michi- 
gan’s Bureau of Hospital Administration, said meas-. 
uring the effective use of hospitals requires a method 
of measuring over-use and under-use. ““The ‘Michigan 
study’ has established a successful method for meas- 
uring effectiveness of hospital use, in a limited sense 
of patients obtaining as much hospital care as they 
need, but neither more nor less,’ Mr. Fitzpatrick 
said. Mr. Fitzpatrick concluded by saying, ““The as- 
sessment of the effectiveness of individual hospitals 
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and groups of hospitals is an essential step in reassur- 
ing the public that its health care dollar is being 
wisely used. It is also an essential step in uncovering 
problems improving the effectiveness with which the 
health care dollar is spent.” 


HOSPITAL PHARMACY 


“The Formulary System In the Hospital’ was the 
title of another session on the establishment of stand- 
ards. Joseph E. Snyder, M.D., assistant vice president 
of the Presbyterian Hospital, Columbia-Presbyterian 
Medical Center, New York, chaired the session which 
explored the advantages and results to be obtained 
by using a formulary, as well as the organization of 
a pharmacy and therapeutics committee. 

Dr. Snyder said, “We cannot compromise the medi- 
cal care of our patients by being unsure of the quality 
of the drugs we make available to them.” He said 
that the main points to be considered are that: (1) 
the hospital pharmacist and the doctor are faced with 
a multitude of very similar drugs manufactured by 
reputable houses and sold at high prices; (2) they 
are both in a quandary as to which drug is better, 
or if any of the new drugs are any better than those 
already in use; (3) if all drugs are stocked in the 
pharmacy, the cost of operation rises considerably 
and must of necessity be reflected in the patient’s 
bill, and (4) if the cheapest medication is used, the 
hospital runs the risk of compromising its patient 
care. 


AREA-WIDE PLANNING 


The urgency of planning of the nation’s hospital 
and related heaith facility problems requires imme- 
diate action to intensify current planning efforts, 
George Bugbee, president of the Health Information 
Foundation, New York, told those attending the 
Conference On Hospital Planning. This was the 
major conclusion, he said, of the Joint Committee of 
the American Hospital Association and the Public 
Health Service on Area-wide Hospital and Related 
Health Facilities Planning, after a year of study. 

Based on its findings, the Committee recommended 
that a local planning agency of broad community 
representation should be established wherever a sub- 
stantial planning problem exists, Mr. Bugbee reported. 
The committee also pointed out, he said, that such a 
planning agency would require community support 
and the full cooperation of community hospitals and 
related health facilities. 

Jack C. Haldeman, M.D., assistant surgeon general 
and chief, Division of Hospital and Medical Facilities, 
Public Health Service, Washington, D.C., said that 
both the PHS and the Hill-Burton state agencies 
“enthusiastically support the principles’ developed 
by the committee. 

At the same session, awards in recognition of dis- 
tinguished contribution to hospitals and to the health 


of the American people, were presented to The Hon. 


Harold H. Burton, associate justice of the Supreme 
Court of the United States, and The Hon. Lister Hill, 
United States Senator from Alabama, by the Ameri- 
can Association for Hospital Planning. 

At another session on planning, two national health 
leaders, one American, the other British, agreed that 
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planning is the basis for providing modern and ade- 
quate health care under both national systems. 


THE BRITISH SYSTEM 


George E. Godber, C.B., D.M., chief medical officer 
of the English Ministry of Health, pointed out that 
public health planning in Britain is influenced by the 
concept of hospitals and general practitioners acting 
as “two mutually dependent elements’. He said that 
public health planning is different in every country 
since it is “shaped to some extent by the pattern of 
its central and local government and by the evolution 
of its social services’’, 

Speaking for public health planning in America, 
Luther L. Terry,-M.D., surgeon general of the United 
States Public Health Service, told the general assem- 
bly audience, “Our views diverge chiefly, if not en- 
tirely, on practical application of the planning prin- 
ciples.” 

Pointing out that the role of the federal govern- 
ment in health care is to harmonize conflicting opin- 
ions through the formulation of public policy and to 
assure nation-wide action toward the goal of good 
health, Dr. Terry traced the development of health 
and medical care in the United States during the 
past 15 years. Dr. Terry suggested that “all health 
and medical activities would benefit by joint planning 
in the community’s interest’. 


Personnel Administration 


SERIES OF SESSIONS on personnel administration 
took listeners through the various phases of ori- 
entation, training and periodic performance appraisal 
by which a valued hospital employee is developed. 
At the session on orientation, the audience was 
reminded of the importance of this subject and heard 
new approaches described. Richard H. Malone, ad- 
ministrator of Jefferson Davis Memorial Hospital, 
Natchez, Miss., urged that those undertaking an orien- 
tation program “open the door to remembrance of 
their own first day of employment” as a basis for 
understanding the problems of the new member of 
the hospital family. 

Mr. Malone discussed the orientation of the physi- 
cian and hospital board member as well as of the new 
hospital employee. New members of the medical 
staff may come to the hospital armed with knowledge 
of hospital organization, he said, but they also need 
to be informed about the individual hospital of which 
they are to be a part, the medical staff bylaws in 
particular. 

Orientation of the hospital board member is an 
important area that is too often neglected, according 
to Mr. Malone. He suggested that in planning such 
a program, the administrator take advantage of the 
fact that today’s hospital is ‘one of the most interest- 
ing of environments’. Helping the board member to 
recognize his role in the “modern miracles of medi- 
cine” will inspire him to learn more about the com- 
plexities of hospital organization, Mr. Malone said. 

Max Elder, director of public relations, personnel 
and educational services, Miami Valley Hospital, 
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Dayton, Ohio, reported that most of the 43. hospitals 
responding to a survey by questionnaire reported 
that they had a formal orientation program for new 
employees. Twenty-five of these hospitals reported 
that they devoted between two and eight hours to 
employee orientation. The core of an effective em- 
ployee orientation program should be a carefully 
prepared handbook, Mr. Elder said. 

Mr. Elder urged that periodic revisions of hand- 
books be distributed to all employees. They may also 
be kept up to date on the latest changes in policy by 
such means as payroll inserts and newsletters. 


‘TAKE A TIP FROM INDUSTRY’ . 


“Take a tip from industry” was a suggestion offered 
by two speakers at a session on training programs 
for supervisory personnel. Pat N. Groner, adminis- 
trator, Baptist Hospital, Pensacola, Fla., acknowledged 
the help of industrial techniques in a training pro- 
gram for department heads at his hospital. His pro- 
gram has utilized the services of a consulting firm 
in the field of management development. 

A “probing evaluation” of all department heads 
preceded the training program for them, Mr. Groner 
said, in order to suit the training program to their 
specific needs. In addition to training conducted in 
the hospital, the program included institutes and uni- 
versity courses. 

Although he agreed that industrial techniques were 
helpful, E. J. O'Meara, administrator of Sharon (Pa.) 
General Hospital, said he believed supervisory train- 
ing programs could best be conducted by someone 
within the hospital with intimate knowledge of the 
hospital organization and the people to be trained. 

“A personnel problem somewhat peculiar to hos- 
pitals is the specialization of our department heads 
which has been caused by our functional organiza- 
tion,” Mr. O’Meara commented. Thus the need for 


satisfying certain academic and professional require- — 


ments, as for pharmacists, nurses, medical record 
librarians and a host of others, is primary, he said, 
“and all other considerations such as supervisory 


ability are secondary”. He outlined the content of the 


10 one-hour sessions which constitute the training 
program for supervisory personnel at Sharon General 
Hospital. Mr. O’Meara said that emphasis is placed on 
participation so that the trainees “‘discuss, contribute 
and draw their own conclusions”, utilizing such tech- 
niques as study of.case histories and role playing. 


EVALUATING PERFORMANCE 


To satisfy the employee’s basic need to know “How 
well am I doing?” some method of evaluating per- 
formance is essential. This was agreed upon by the 
panelists at a session devoted to “Appraising Em- 
ployee Performance’”’. 

Jack A. Skarupa, assistant director, Greenville 
(S.C.) General Hospital, stressed the desirability of 
setting objective standards as a first step in evaluat- 
ing the performance of department heads and assist- 
ant directors. He stated -that budgetary standards 
and controls can be used to measure how well an 
individual manages “that which currently exists”. 
How well he manages changes and improvements can 
be measured by goals set up in advance, he added. 
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The four fundamental functions of an administra- 
tion—planning, organizing, implementing and meas- 
uring—can also serve as four steps in appraising per- 
formance, according to the second panelist at the 
session, Stephen M. Morris, administrator, Good 
Samaritan Hospital, Phoenix, Ariz. Among the meth- 
ods he suggested by which the department head can 
check his performance was careful examination of 
the monthly budget report and the monthly report of 
labor turnover, overtime and sick leave. 

Sidney M. Samis, M.D., associate director, Mount 
Sinai Hospital, New York, described the program for — 
merit rating used at his hospital. He emphasized, 
however, that the exact type of appraisal system to 
be used “is relatively unimportant to the use of an 
appraisal system”’. 


EMPLOYEE COMMITTEES 


The pros and cons of employee committees were 
argued in a debate between two hospital administra- 
tors. George J. Bartel, administrator, Monmouth 
Medical Center, Long Branch, N.J., supported the 
establishment of employee committees in hospitals 
as a direct line of communication providing “feed- 
back” from employees to the administrator. Taking 
a position against such committees was William K. 
Klein, director, Long Island College Hospital, Brook- 
lyn, N.Y. 

Mr. Bartel emphasized that before such a commit- 
tee is organized, sound personnel policies must be in 
operation. Explaining the operation of the revolving 
nine-member employee committee at Long Island 
College Hospital, he said that this committee meets 
to discuss “goals which will lead to the development 
of a program enabling us to solve problems of mutual 
concern’”’. 

Mr. Klein seriously questioned whether employee 
committees should be organized at all and enumerated 
the difficulties inherent in the committees. Such com- 
mittees almost always fail, he said, and create more 


- problems than they solve—and may even undermine 
_ the whole chain of command. 


Administration 


ITTLE THAT WAS INCLUDED in the formal presenta- 
| tions and little that arose in the informal discus- 
sions did not have some application or relationship to 
the subject of administration. There were, however, 
a number of sessions dealing more specifically with 
topics of an administrative nature. 

One such session debated the merits of the formal 
versus the informal. organization. Walter J. Rome, 
executive director of Children’s Hospital of Pitts- 
burgh, took the stand for the informal. In his view, 
the proper organizational structure lay somewhere 
between that practiced by the military and that 
which might be called anarchy. He said the formal-— 
ized structure characterized by the military and 
larger companies “is the price large organizations pay 


for bigness’. He defined the less formal organization 


as “not putting personnel into molds” and stressed 


‘the value of the individual. The key to successful 
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organization, he said, was to allow the individual’s 
capabilities to operate to the fullest extent for the 
benefit of the employer and himself. 

At the session, Harvey Schoenfeld, director of 
Barnert Memorial Hospital in Paterson, N.J., pointed 
out that successful organization depends upon the 
formal structure. “People want to be led by strong 
leaders,” he said. He argued that the formal organi- 
zation prevents overlapping of responsibility, growth 
of departmental power and provides guides to action 
which make for clear-cut responsibility and effective 
communications. 


TRUSTEES AND THEIR AUTHORITY 


Since administration is the day-to-day responsi- 
bility given by the trustees to an administrator, the 
two sessions dealing with trustees and their activities 
were of interest. 

One such session covering the responsibilities of 
nonprofit trusteeship focused the audience’s atten- 
tion on the fact that, although the trustees delegate 
authority, they “do not have the power to abdicate 
authority”. This view was voiced by John F. Horty, 
director of the Health Law Center at the Graduate 
School of Public Health at the University of Pitts- 
burgh. Mr. Horty underscored the fact that trustees 
must understand and approve everything the hospi- 
tal is doing by assuming responsibility for (1) quality 
of medical care, (2) standards of that care, (3) ap- 
pointments of administrative personnel, (4) protect- 
ing the assets of the hospital and (5) complete 
understanding of all activities. 

In another session it was pointed out that the only 
way in which trustees could properly assume their 
responsibilities was to provide them with every 
method and opportunity to learn and understand the 
activities of the hospital. This educational activity, 
said Raymond P. Sloan, associate professor at Colum- 
bia University’s School of Public Health and Admin- 
istrative Medicine, is a continuing activity of adminis- 
tration. 

The improvement of the methods used within the 
hospital, another administrative subject, was covered 
in a session where this “search for a means of organiz- 
ing men, money, materials and plant facilities” was 
discussed. 

David Littauer, M.D., executive director of the 
Jewish Hospital of Saint Louis, emphasized the pri- 
mary objective of this activity as the improvement 
of the quality of patient care at the lowest possible 
cost. 

Allen M. Hicks, administrator of the Pekin (Ill.) 
Memorial Hospital, stressed the fact that the need 
for a methods improvement program is not the high 
or low costs of that hospital, but rather the need for 
maintaining a continuing program of efficiency. 

An opinion on this same subject was voiced at the 
review session of the Council on Administrative 
Practice. Methods, it was said, cannot be standardized 
so as to apply to every hospital. However, it agreed 
that there are certain factors common among hospi- 
tals of similar sizes. 


DATA PROCESSING EXPLORED 


A session on automatic data processing was of 
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direct interest to administrators, since it gave them 
an insight into not only the new horizons of automa- 
tion in data processing of medical information, but 
how studies applicable to increasing the efficiency 
of many administrative activities are already in 
process and many more will be available in the not 
too distant future. Army, Navy and Public Health 
experts in this field pointed gut programs now being 
developed in their activities which will, for instance, 
tell administrators what is happening to patients in 
various services and thus permit them to plot patient 
loads and thereby acquire accurate knowledge of the 
hospital’s patient flow, work loads and supply re- 
quirements as needed in terms of space, materials 
and personnel. | 

The question of medical staffs as they related to 
administration was called “the most important aspect 
of hospital organization”, by Robert S. Myers, M.D., 
executive assistant director of the American College 
of Surgeons, at a session crowded with administrators. 

“If these relationships are solved, everything else 
will fall into place, including the quality of patient 
care,” said Dr. Myers. = 

Kermit H. Gates, M.D., executive director of the 
Jackson Memorial Hospital in Miami, Fla., speaking 
at the same session, said he did not believe that these 
relationships are now sound. He pointed out that in 
his opinion, one of the administrator’s primary re- 
sponsibilities is the development of “favorable atti- 
tudes on the part of the medical staff, and .. . that 
the properly motivated and guided physician can be 
most helpful in administrative matters’’. 


F inancing 


N INSURANCE commissioner, known for an historic 
adjudication in which he spelled out a hospital- 
Blue Cross relationship in his state, summed up the 
convention sessions dealing with hospital finances 
when he said, “Unless the leaks are calked, we may 
have a rough trip ahead.”’ 

Those convention sessions dealing with prepayment 
and hospital costs spelled out clearly where the calk- 
ing is needed. 

Even before the convention was officially opened, 
the Blue Cross Association took an action which will 
be an attempt to fill the gap of financing the health 
care of the aged. In a meeting of its members just 
prior to the opening of the AHA sessions, the Blue 
Cross Association voted unanimously to approve a 
recommendation of its newly elected president, Wal- 
ter J. McNerney, that “the problems of the health 
care of the aged be thoroughly reviewed before any 
alteration in the Blue Cross position is initiated.” 

This action by BCA, coupled with the House of 
Delegates action later in the week to set up a task 
force to study the problems of financing the health 
care of the aged, may produce the necessary filling 
for this gap. 

Russell Nelson, M.D., director of the Johns Hopkins 
Hospital, was asked by a newsman during the week 
what might be learned between now and the end of 
the year, when Blue Cross expects to have its re- 
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search finished, which both hospitals and Blue Cross 
don’t already know. Dr. Nelson said that the problem 
deserved more study since the question of financing 
the health needs of the aged involved important 
national policy as well as a matter of precedent. 


HEARING THE VOICES 
Francis R. Smith, insurance commissioner of Penn- 


sylvania, who issued the ominous “calking” warning, _ 


pointed out other cracks in the hospital financing pic- 
ture. Commissioner Smith explained how his adjudi- 
cation in 1958 followed public hearings which pro- 
duced thousands of pages of testimony. “I have heard 
the voices—and so have many of you. The challenge 
before us both—hospitals and insurance commission- 
ers—is how well we understand and sympathize with 
the public’s problem of health care costs,” he said. | 
' There is no question in the Commissioner’s mind 
that the public wants its health expenses met “one 
way or another”... . The public is willing. to pay rea- 
sonable health insurance premiums. The public is 
increasingly clear, however, that it is not interested 
in half measures. It does not want uncertainty of 
coverage. It wants assurance of high-level care pro- 
vided, if possible, by a physician and hospital of their 
choice.” 

Commissioner Smith said that the public is gen- 
erally in favor of our voluntary hospital system and 


‘private medical care, but he thinks the public is 


questioning how best to bring about satisfactory care 


without “outright government control”. It is this gap 


—between voluntary controls of hospital financing on 
the one side and government controls on the other— 
that best explain where the calking needs to be 
applied. | 

Looking at another area of the hospital financing 
picture which needs attention were sessions con- 
cerned with the relationship between hospital costs 
and charges and the importance of budget building. 
One hospital administrator speaking of the relation- 
ship of costs. to charges claimed that if the AHA’s 
pricing policy were properly applied, outpatient costs 
could be reduced and as a result hospitals could 
retain or better their present economic condition. 

But the necessity for sound pricing policies and 
cost finding were emphasized at this year’s conven- 
tion. “Although the trend is in the right direction, 
we must accelerate our rate of change from present 
charge-setting systems to ones that are based on 
sound cost finding,” said Benny Carlisle, administra- 


tor of the Community Hospital-Clinic, Elk City, Okla. 


BUDGETING AND COST CONTROL 


One sound system of cost control in the hospital, 
said another speaker, is sound budgeting. Owen R. 
Pinkerman, director of the William Beaumont Hos- 
pital, Royal Oak, Mich., speaking at a session on the 
importance of budget planning, went on to say, 
“Budgets have never been more important than they 
are now. Our communities are asking for us to dem- 
onstrate our ability to control costs. Budgeting done 
properly is one such control.” 

Calking of important seams is expected to be ac- 
complished by the newly formed Joint Commission 
for the Promotion of Voluntary Nonprofit Prepay- 
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ment Health Plans, according to spokesmen for the 
four organizations sponsoring the Commission—the 
American Hospital Association, the American Medical 
Association, the National Association of Blue Shield 
Plans and the Blue Cross Association. 

Each organization pledged its support to the objec- 
tives of the group. From the AHA’s viewpoint, J. . 
Milo Anderson, executive vice-president of the Pres- 
byterian Medical Center in San Francisco, called the 
formation of the Commission “an indication that we 
are beginning to make sense. And make sense we 
must if we are going to be here as part of the volun- 
tary system of health care.” 

The Blue Cross Association spokesman, Richard C. 
Brockway, executive director of Massachusetts Hos- 
pital Service, Boston, said, ““The Commission is not to 
be interpreted as an effort to establish an organization 
of nation-wide use, with monopolistic tendencies. - 
Rather it is an effort to cooperate with each other in 
studying and improving the voluntary prepayment 


concept.” 


The Commission is not intended as a political action 
effort, it was emphasized, but rather the Commission 
can provide the forum in which “high policy ques- 
tions” of the four organizations can be discussed. 

No ship can long endure on a voyage as vital as the . 


' financing of health care without proper calking to 


make it seaworthy. Fundamental to the hospital 
financing ship is the Blue Cross-hospital partnership 
concept which came into being a year ago when the 
national structure of Blue Cross was revised and the 
new AHA Council on Blue Cross, Financing and Pre-- 
payment was formed. The question of what this 
“partnership” really means to both Blue Cross and 


hospitals is becoming clearer. When each, hospitals 


and Blue Cross, accept the responsibilities attendant 
on a partnership, then, as this year’s convention ses- 
sions pointed out, the main problems of hospital 
financing can be voluntarily solved. 


Education 


¢¢ fT Is THE exceptional community hospital where 

| the emphasis is on education for the foreign 
medical graduates,” said Henry S. M. Uhl, M.D., 
assistant director of the Regional Hospital Program, 
the Albany Medical College of Union University, at 
an instructional conference session concerned with 
education. 

Dr. Uhl and John C. Nunemaker, M.D., associate 
secretary of the American Medical Association’s 
Council on Medical Education and Hospitals, shared 
the podium in the session on “The Impact of the 
Educational Council For Foreign Medical Graduates”’. 

Dr. Uhl said, we expect the foreign graduate to 
“assume the role of a house officer which is probably 
the role he is least equipped to assume... There are 
four vital areas of education that should be improved 
in the training of the foreign medical graduate.” 
According to Dr. Uhl, these are: (1) thorough orien- — 
tation to the American hospital; (2) intensive in- 
struction in the English language and its use in 
American medicine; (3) instruction on how to take 
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a good history and conduct an examination, and (4) 
better grounding in the clinical sciences, which must 
now be corrected through his training here. 

He explained that there is valid evidence now that 
university medical school programs specially designed 
for the foreign graduate can increase the percentage 
of successful writers of the qualifying examination. 
He pointed out that in one school the failure rate 
was reduced by 30 per cent. 

Dr. Nunemaker traced the history of the AMA’s 
interest in the foreign medical graduate. He pointed 
out that this interest went back as far as 1916. Quot- 
ing from a House of Representatives hearing on the 
subject of Immigration Aspects of the International 
Educational Program, Dr. Nunemaker said that the 
report would indicate that the state department may 

review its policy of granting visas for foreign medical 
graduates. He said that the hearings on the Exchange 
Program have been published in House of Represent- 
atives Report Number 721, issued January 1961. 


AVALANCHE OF PROGRESS 


Education was approached from another point of 
view at a session devoted to “The Hospital’s Expand- 
ing Role In The Education of Health Personnel’’. 
What one speaker described as the “avalanche of 
medical progress” increases the hospital’s responsi- 
bility as the scene of continuing education for health 
personnel. | 

James T. Howell, M.D., assistant director, Henry 
Ford Hospital, Detroit, emphasized the importance 
of the community general hospital, as distinguished 
from the university-affiliated hospital, in furnishing 
“the bulk of the educational programs needed across 
the broad gamut of health care in our country”. 


Eleanor C. Lambertsen, R.N., Ed.D., chairman, De- 


partment of Nursing, Teachers College, Columbia 
University, discussed the snowballing need for nurses 
and an associated need for nurses with sufficiently 
advanced training to assume positions in administra- 
tion, supervision and teaching. She predicted increas- 
ing participation of hospitals in university and junior 
college programs in nursing education. 

The training of physicians in hospitals, which com- 
menced in the 17th Century, has greatly expanded 
both in length of training and subjects since World 
War II, according to John F. Stapleton, M.D., chair- 
man, Association of Hospital Directors of Medical 
Education, and director of Medical Education, St. 
Vincent Hospital, Worcester, Mass. He described the 
community hospital as a “logical locus for year-round 
continuing education,” or postgraduate education. 
The increasing use of full-time medical specialists, 
he said, is one of the ways the modern hospital is 
keeping up to date in technology and instrumentation. 

At a program session on “Planning For Trustee 
Education”, Raymond P. Sloan, associate professor, 
School of Public Health and Administrative Medicine, 
Columbia University, New York, noted that “many 
trustees still possess only the vaguest concept of their 
responsibilities and their relationships with the ad- 
ministrator”’. The discussion dealt with the many 
relationships in the hospital organization and what 
the governing board should know about them. Meth- 
ods of carrying out trustee education were discussed. 
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Auxiliaries 


5 en CAPACITY of auxiliary meeting rooms was 
strained to accommodate the standing room only 
crowds attending the sessions of particular interest 
to auxilians and hospital volunteers. Representatives 
from these groups listened to presentations on a di- 
versity of subjects and heard themselves praised, ex- 


_horted, encouraged, and in some instances, criticized. 


Words of praise were directed at auxiliaries by Mrs. 


Barbara V. Hertz, managing editor of Parents’ Mag- 


azine, who commended the work auxiliaries were 
doing in behalf of teen-age hospital volunteers. “If 
we want our teen-agers to lead constructive lives as 
adults, it’s up to adults to take active steps to devise, 
initiate and organize a successful life for our young 
people,” Mrs. Hertz declared. She held up hospital 
volunteer programs for. teen-agers as a step in the 
right direction. 


TYPOGRAPHICAL TRICKS CRITICIZED 


A note of criticism was sounded by Michael Les- 
parre, director of information, Health Information 
Foundation, New York City, who chided auxiliaries 
for the “false typographical enthusiasm” displayed 
in many of their newsletters. Among the common 
faults cited by Mr. Lesparre were margins and spaces 
liberally sprinkled with exclamation points, sketches 
badly done, and decorations consisting of a border 
of asterisks, dollar signs, ampersands or “almost any- 
thing a typewriter can be made to produce.” ; 

“If dignity seems dull,” said Mr. Lesparre, “at least 
it is rarely ridiculous, and it allows facts to speak for 
themselves, and occasional emphasis to stand out.” 
Mimeographing, he said, is perfectly acceptable pro- 
vided it is well done. “Many an auxiliary produces 
a simple, inexpensive newsletter that is mimeo- 
graphed on white paper without any attention-get- 
ting devices whatever. This may seem needlessly 
austere, but it is far better than a publication that 
defies vision and insults the reader’s sense of interest. 
It is better to give straight news than to fictionalize, 


and by the same token, it is better to forego typo- 


graphical tricks than yield to the strong temptation 
we all have to fill usable space and brighten things 
up a little.” : 


PATIENTS’ LIBRARIES 


Mrs. Barbara Cowles, consultant, Patients’ Li- 
braries, United Hospital Fund, New York, encouraged 
auxiliaries to develop patients’ libraries in their hos- 
pitals, warning, however, that such operations re- 
quired efficient organization and well-trained work- 
ers. She described the organization, administration 
and services of a prototype patients’ library set up at 
Roosevelt Hospital, New York, to demonstrate that 
a volunteer-operated library meeting high standards 
of service could be achieved at a minimal cost. “If 
many patients are to have libraries at all,” said Mrs. 
Cowles, “they must depend on the great hospital 
stand-by, the hospital auxiliary.” But a patients’ li- 
brary is not just a collection of so many books per 
patient, even though it includes all the best sellers, 
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she pointed out. Because any hospital’s patient load 
is a cross-section of the general population—rich, 
poor, intelligent, slow witted, literate and foreign- 
speaking—a patients’ library, she explained, must be 
a collection of appropriate books intelligently organ- 
ized and thoughtfully administered under medical or 
professional guidance to meet the intellectual and 
emotional needs of every patient in the hospital. 

A session dealing with the duties and responsibil- 
ities of the chairman of the volunteer service com- 
mittee and the relationship of this auxiliary appointed 
chairman with the salaried director of volunteers, 
had as its speakers Mrs. J. Wallace Scott Jr.,’ and 
Nancie MacBain, chairman of volunteers and staff 
director, respectively, at Abington (Pa.) Memorial 


Hospital. Both speakers concurred that a good chair- 
man of the auxiliary volunteer service committee 


should possess the following qualifications and cher 


acteristics. 


—A thorough knowledge of the hospital. 

—A keen understanding of the philosophy, policies 

and day-to-day operation of the volunteer depart- 
ment. 


—The ability to present the volunteer program to 


the auxiliary and community groups. 

—Tact, diplomacy and a sense of humor. 

—Willingness to contribute generously of her time 
and talents to the program. 

The chairman should give the director of volun- 
teers her loyalty, dependability, support and under- 
standing, said Miss MacBain, and the director of vol- 
unteers in turn should encourage and support the 
chairman and keep her informed. 

“Leading Ladies”, a four act play written na Mrs. 
Harry Milton, chairman of the AHA Council on Hos- 
pital Auxiliaries, demonstrated some of the positive 
aspects of auxiliary leadership. Each act represented 


a different auxiliary committee meeting. Among the . 


facets of good leadership portrayed were: Good plan- 
ning — long range as well as short-term — in such 
areas of operation as financing (the budget for the 
year ahead), and decisions with regard to future 
projects; encouraging participation on the part of the 
membership in planning and decision-making, and 
encouraging leadership and developing leadership po- 
tential. 


PROJECT PARADE 
In anticipation of the large audience the Project 


Parade customarily attracts each year, this session . 
Was presented in one of the larger meeting rooms of 


Convention Hall (even so, there were standees). 
Projects which had been notably successful or popu- 
lar were described by representatives from five hos- 
pital auxiliary groups: Arkansas Baptist Hospital, 
Little Rock, Ark.; Orange (N. J.) Memorial Hospital; 
Maine Medical Center, Portland, Maine; Milwaukee 
(Wis.) Hospital, and West Jersey Hospital, Camden. 

An ingenious approach to explaining to the mem- 
bership the auxiliary’s organizational structure and 
activities was presented by representatives from the 
Arkansas Baptist Hospital Auxiliary group. Using a 
standard dressmaker’s form to represent the average 
hospital, Couturiére Evelyn of Arkansas devised a 
basic pattern to illustrate the organizational structure 
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of the bodice represented publicity programs—‘“tell- 


recommended for a smooth-functioning hospital aux- 
iliary. Each piece of the pattern represented a facet . 
of the auxiliary’s purpose and program, i.e., the back 


ing the hospital story”; the front bodice, meetings, 
workshops, and the like; the sleeves, fund raising 
(if an auxiliary had no fund-raising projects, the 
dress could be sleeveless); the collar (also optional), 
special funds, such as student nurse loans and scholar- 
ships. The skirt represented volunteer services with 
inserted gores for each facet of service. 


Allied Organizations 


EETING concurrently with the American Hospital 
Association in Atlantic City were several other 
organizations of the health care field. Among them 
were the recently formed Blue Cross Association, 
holding its first annual meeting; the American Asso- 
ciation of Nurse Anesthetists, holding its 28th annual 
convention; the American College of Hospital Admin- 
istrators, holding its 27th convocation; the American 
Association of Hospital Consultants, and the Ameri- 
can Association of Hospital Planners. 

As their first action, the member Plans of the Blue 
Cross Association voted unanimously to approve a 
recommendation of their newly elected president, 
Walter J. McNerney, that the “problems of the health 
care of the aged be thoroughly reviewed before any 
alteration in the Blue Cross position is initiated.” 


SWIFT BUT DELIBERATE 


In swift but deliberate action, the Blue Cross Plans 
agreed with President McNerney that “there have 
been an increasing number of significant studies and 
proposals recently concerning the financial and social 
problems of the aged. It is important that these be 
weighed in a re-evaluation of the present position.” 

Mr. McNerney stated that the staff of BCA would 
accept the responsibility of digesting and interpreting 
these proposals, conducting investigations into those 
areas where information is lacking, formulating alter- 
native programs for the health care of the aged and 
placing such proposals before a future meeting of the 
member Plans of the BCA, At the. present time, the 
BCA Plans are on record in favor of the Statement on 
the Health Care of the Aged approved in 1958 by the 
House of Delegates of the American Hospital Asso- 
ciation. 

Other issues considered by the BCA were the Fed- 
eral Employees Program, possible amendments to the 
Federal Disclosure Act and the “conflict-of-interests” 
question. James E. Stuart, chairman of the Board of 


. Governors of BCA, reported the appointments of 


Duane Minard, president, New Jersey Blue Cross, and 
Robert C. Denzler, executive director, Richmond Vir- 
ginia Blue Cross. 7 


COLLEGE ACTIVITIES 


The American College of Hospital Administrators, 
at its 27th annual convocation, bestowed honorary 
fellowships on Robinson E. Adkins, executive officer, 
Department of Medicine and Surgery, Veterans Ad- 
ministration, Washington, D.C.; Lillian M. Gilbreth, 
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Ph.D., educator and author in the field of manage- 
ment, New York City; Maj. Gen. Oliver K. Niess, 
Surgeon General, United States Air Force, Washing- 
ton, D.C. 

The College also advanced 97 members to the 
status of fellowship, inducted 295 nominees to the 
status of membership and admitted a record 668 
new nominees. 

The ACHA elected Frank C. Sutton, M.D., director, 
Miami Valley Hospital, Dayton, Ohio, as president- 
elect; S. J. Ruskjer as first vice-president, and Briga- 
dier General James B. Stapleton as second vice- 
president. Mr. Ruskjer is deputy director of health 
in charge of hospitals, Louisville, Ky. General Staple- 
ton is commanding general, William Beaumont Gen- 
eral Hospital, E] Paso, Tex. 

Also announced was the election of the following 
new regents of the College: Walter J. Rome, execu- 


tive director, Children’s Hospital of Pittsburgh, Pitts-. 


burgh, Region 3; Matthew F. McNulty, administrator, 
University Hospital and Hillman Clinic, Birmingham, 
Ala., Region 6; Everett A. Johnson, administrator, 
the Methodist) Hospital of Gary, Inc., Gary, Ind., 
Region 9; Harry E. Panhorst, associate director, 
Barnes Hospital, St. Louis, Mo., Region 11; Arnold 
L. Swanson, M.D., executive director, University Hos- 
pital, Saskatoon, Sask., Region 16. 

Announcement was also made of the re-election of 
the following regents of ACHA: Boone Powell, ad- 
ministrator, Baylor University Medical Center, Dallas, 
Tex., Region 12; Roy R. Anderson, superintendent, 
Presbyterian Hospital, Denver, Colo., Region 13. 


AANA REVISES BYLAWS 


The American Association of Nurse Anesthetists, 
at its 28th annual convention, celebrated the 30th 
anniversary of its founding. The convention opened 
with a combined meeting of directors of schools of 
anesthesia and officers of state associations, and then 
proceeded into four days of educational, business and 
general meetings. These were attended by represent- 
atives of 51 affiliated groups with a combined mem- 
bership of more than 10,000 nurse anesthetists. 

The AANA elected Martha Belew, Baptist Memo- 
rial Hospital, Memphis, Tenn., as president-elect; 
Joseph P. McCullough, Sartori Memorial Hospital, 
Cedar Falls, Iowa, as vice president; Marie W. Mc- 
Laughlin, Ingalls Memorial Hospital, Harvey, IIl., as 
treasurer; Helen Heckathorn, St. Vincent’s Charity 
Hospital, Cleveland, Ohio, as trustee, Region 1; Helen 
Vos, Barnes Hospital, St. Louis, Mo., as trustee, Re- 
gion 4; Vera R. Scott, Lafayette, Calif., as trustee, 
Region 5. 

At its business meeting, the AANA membership 
voted to change the bylaws of the organization to 
permit increasing the dues from $20 to $25 annually. 
The increase, Florence A. McQuillen, executive direc- 


. tor of the AANA, reported, will be put into a re- 
- stricted fund to enable states with small membership 


to send their members to the AANA annual conven- 
tion, regional and state meetings and workshops. 
President Jessie L. Compton, Chester Clinic and 
Hospital, Dallas, Tex., reported that students in 
schools of anesthesia are now eligible for membership 
in the AANA for the first time and are eligible for 
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liability insurance under an arrangement worked out > 


with the AANA’s insurance carrier. 


WHAT MAKES HOSPITALS OBSOLETE 


The American Association of Hospital Consultants, 
at its annual professional meeting, was deeply con- 
cerned with how to determine hospital obsolescence. 
A four-member panel, consisting of John J. Bourke, 
M.D., assistant commissioner of health, State of New 
York; Mary Worthen of Kiff, Colean, Voss and 
Souder, Office of York and Sawyer, New York; James 


J. Souder of the same firm, and Sigmund Friedman, 


M.D., staff consultant, Hospital Council of Greater 
New York, New York, attacked this problem. 

The panel agreed: (1) that determining hospital 
obsolescence is a difficult and complex matter; (2) 
that not merely structural considerations but also 
present and future community health needs should 
enter into determination of hospital obsolescence; 
(3) that the role of the community hospital planning 
council will become increasingly important in deter- 
mining hospital obsolescence, and (4) that sometimes 
it is better to replace older facilities than to renovate 
them. 

The AAHC also heard a discussion of hospital 
shapes by Arthur H. Peckham Jr., Agnew, Peckham 
and Associates, Toronto, Ont., and G. Harvey Agnew, 
M.D., of the same firm. 

Officers elected by the consultants for the next year 
are: Morris Hinenburg, M.D., medical care consultant, 
Federation of Jewish Philanthropies of New York, 
president; Anthony J. J. Rourke, M.D., hospital con- 
sultant, New Rochelle, N.Y., vice-president; Frank C. 
Sutton, M.D., director, Miami Valley Hospital, Day- 
ton, Ohio, secretary-treasurer. | 


AREA-WIDE PLANNING 


The American Association for Hospital Planning 
directed its attention to area-wide planning. Jack C. 
Haldeman, M.D., assistant surgeon general, Division 
of Hospital and Medical Facilities, U.S. Public Health 
Service, recommended that hospitals undertake “‘serv- 
ice demonstrations’’, including “experimental hospital 
construction’”’, to implement the findings of the Joint 


Commission on Area-wide Hospital and Related 


Health Facilities Planning. 

Herbert Fritz, president of the AAHP, and chief, 
Division of Hospital Services, Maryland Department 
of Health, Baltimore, Md., reported on the work-of 
the Hospital Cost Analysis Services, Inc. 

Gordon R. Cumming, chief, Hospital Licensure, 
State Department of Health, Berkeley, Calif., re- 
viewed the work of the planning group in California 
and the import of its activities and findings. 

The AAHP also elected new officers. 

They are: Helen L. Knudson, M.D., director, Hospi- 
tal Facilities Program, State Department of Health, 
Minneapolis, Minn., president; A. Daniel Rubenstein, 
M.D., director, Hospital Facilities Program, Massa- 
chusetts Department of Public Health, Boston, presi- 
dent-elect; Paul D. Bibb, chief, Hospital Facilities 
Program, State Department of Health, Charleston, 
West Va., secretary; Verne A. Pangborn, director, 
Hospital Licensure, State Department of Health, Lin- 
coln, Nebr., treasurer. | 
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Life in Chicago 
is Exciting and Rewarding* 


at the 
MICHAEL REESE HOSPITAL 


and 


MEDICAL CENTER 


_ There is a place at Michael Reese Hospital 
for nurses interested in intensive nursing 

care areas such as the Recovery Room. And 
with Michael Reese Hospital and Medical 
Center's exciting expansion program of these 
patient services, you will find a rare 
opportunity to participate with some of the 
nation’s finest doctors and nurses. 


During your leisure, Chicago offers every 
kind of entertainment. Just minutes from 
Chicago’s Loop and its famous and exciting 

_ Near North Side, you are easily accessible to 
the Windy City’s many fine restaurants, 
museums, and universities. The new Prairie 
Shores apartments, and Lake Meadows, 
adjacent to the medical center, are ideally 
located within walking distance of 

Lake Michigan. 


*Staff nurses begin at $4,680-5,100 * $40 per 
month additional for evenings * $30 addi- 
tional for nights * 30 days’ annual vacation 
* 40 hour week * Two weeks’ sick leave ° 
Eight paid holidays * Social Security and Re- 
tirement Plans * Opportunity to participate 
in a Nursing Service Organization and/or a 
Nursing Education Organization. 


New surgical | 

wing now 
being completed. 
DIRECTOR OF NURSING 


; ,,.. | MICHAEL REESE HOSPITAL AND MEDICAL CENTER 
for further information write to: 90th AND ELLIS 


CHICAGO 16, ILLINOIS 
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Orienting 


the medical 


Metabolic Research, Division of: 
No charge to ward patients. 
Operating Room Charge 


JEFFERSON MEDICAL COLLEGE HOSPITAL 


MISCELLANEOUS WARD CHARGES 


Daily charge for bed, board and routine nursing care........seseseses $1.00 


Anesthesia 
25.00 
Gastroenterology, Division of: 
(Approximate costs are listed) | 
‘Liver 25.00 to 35.00 
Secretin tee. 


Use fee schedule for Clinical Laboratory. | 


Major ob Ron 15.00 
Minor Operation. 10.00 
Physical Therapy....... 3.00 
Transfusion Service 
' Service charge for typing, crossmatch recipient set........* 2.50 
Plasma (1 unit 250 ml.)..... ob 15.00 
Special Services 
Rh Titer. 5.00 
wWitebsky with blood: add $2.50 
FIGURE 1 


student to medical care costs 


by WILLIAM A. SODEMAN, 


ANY APPROACHES have been 
made to medical student 
participation in the study of costs 
of medical care. Most of these have 
not oriented the student to the in- 
dividual problem as it evolves in 
the hospital during the diagnostic 
and therapeutic program. The 
latter approach is the basis for the 
present study. 
The technique was evolved to 
develop four benefits: (1) to trans- 
mit to the student knowledge of 


William A. Sodeman, M.D., is dean and 
professor of medicine, the Jefferson Medi- 
cal College, Philadelphia, and John A. 
Nelson, at the time this paper was pre- 
pared, was assistant director, the Jefter- 
son Medical College Hospital. Mr. Nelson is 
now associated with the Metropolitan Hos- 
pital and Clinics, Detroit. 


OCTOBER 1, 1961, VOL. 35 


M.D., and JOHN A. NELSON 


The authors report a technique used 
in a teaching hospital to orient medi- 


cal students to the costs of, as well as 


the clinical indications for, diagnostic 
procedures and services. They also 
point out that the cost factor stimulates 
students to consider more carefully the 
clinical indications for tests. 


the cost of establishment of an 
adequate diagnosis and completion 
of proper therapy; (2) to make the 
cost study more vivid and im- 
pressive to the student through his 
participation in the ongoing ac- 
cumulation of the costs; (3) to re- 
late cost and need in such a way 
and at such a time that decision to 
bear the cost evokes the question 


of need, indication for the test or 
therapeutic agent and a deep un- 
derstanding of the necessity for the 
procedure, and, finally, (4) to dis- 
seminate to the visiting and house 
staff the information gleaned under 
(1) and (3). The study which be- 
gan in December 1959 is part of a 
hospital-wide program on the con- 
trol of hospital costs at the Jeffer- 
son Medical College Hospital. 


STUDY PROCEDURES 


Manuals were made up to give 
the standard charges for various 
procedures and charges for bed- 
care. The terms “charges” and 
“costs” in this report refer to hos- 
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JEFFERSON MEDICAL COLLEGE HOSPITAL 3 
CLINICAL LABORATORY WARD CHARGES ‘ 
pital charges made to ward or 
Gperge Clinical Microscopy (Cont'd) Charge _ service patients, when collectible, 
Smear | Spinal Fluid Stained Smear $ 1.50 
| $ 1.50 Hospital. Sample pages from the 
$ 2.50 manual are shown in Figure 1 
| Pungal $ 2.50 (page 77) and Figure 2 (left). 
| kone tout and | Manuals were made available to. 
. Meat Fibe - $1.50 juni 
$ 6.00 Stecl, Occult Bleed $ 1.00 junior and senior students serving 
| 2.79 their inpatient clerkships and the 
Trypsin $ 3.00 students were required to record 
rine, Quantitative S 1.50 . 
| Routine and $.U.S. 4.50 gall daily all charges on selected pa- 
| Routine, S.U.S. and sens. $ 6.50 Chemistry - See Page No. 13 tients. These records were kept 
Cytology Laboratory for the complete period of hospi- 
Aseitic Fluid $ 6.00 talization. Depending upon the na- 
: Routine and $ 7.50 nares $ 6.00 ture of the studies required, com- 
B. 9.00 Nipple or Breast Cyst Fluid $ 6.00 lexity of the th ti 
Pleural Fluid $ 6.00 plexity of the therapeutic program 
and Pngue and length of hospitalization, the 
Miscellaneous Prostatic | $ 6.00 example, Figure 3 (below) shows 
(each 15 a completed charge record for a 
| Blend Cultare $ 5.00 Estrogens 7.50 treated for 
| Guinea noc on ° Gonada -50 
T. B. Sensitivity Test $ 7.50 Ketosteroids $ 7.50 
| Specimen L. & R. Kidney $ 6.00 lr $20.00 On March 28, 1960, the patient 
| Clinical Microscopy Rat Test, Quantitative $ 7.50 was admitted to the hospital suf- 
HEMATOLOGY fering from abdominal pain and 
Differential $ 1.50 iti 
2.50 } vomiting. A small mass was felt 
Darkfield Exan. $ 5.00 Mematocrit $1.50 in the right upper quadrant. Im- 
Fishburg Concentration  $ 1.50 Leucocytes (WBC) $ 1.50 
R.B.C. $ 1.50 mediate therapy to correct dis- 
Muscle Biopsy $ 2.50 $ 1.50 
Sick 2.50 turbed water balance and primary 
Parasites $ 1.50 . studies to help establish the nature 
Spinal Fluid Cell Count Congplagen Tine $ 1.50 f the di “i Ited the fi 
(differential) $ 2.50 of t e isturbance resu ted the first 
day in orders totaling $107.50. The 
. studies, surgical procedures and 
Figure 2 
[Patient' 
Patient SERVICE CHARGE ACCOMLATIVE 
Recard of Charges to Ward Patient Ment 
for Laborstory, I-rey, Pharmacy, Etc. a) 
CAEST x- KAY 5% O 
hoo 
Tooce FS% C/PSES 7.00 
EKG 50 4. FO 
70% 
Buy 
AC/0 7.75 NO Dae cw | +10 
C2, C07, P sO FO 
PSF 07.50 | 10250 
443. RAY, PHARMACY \TOTAL PSC 
3/2 a CO 1, a O. Riv CANES ‘ 
Si 4.50 / bb: OO 
ery. 3.5 375,80 
3/ + TYPE 2-5 COST 
sooore 5% Sw | 
PAR. T= 
| 3.0 
133.60 
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Which 1s chyle and whichis Lipomul LV. ?' 


As you know, after digestion, fat passes as an emulsion called chyle through the lacteals 
into the lymphatics tributary to the thoracic duct, and then into the systemic circulation. 
Lipomul I. V., like chyle, is a fine milk-white emulsion of fat. Its fat particles approximate 
those of chyle in size: about 1/7 the diameter of the normal red blood cell. Because of this 
minute particle size, like chyle, Lipomul I. V. is non-irritating to the vein. The fat provides 
8 times more calories per cc. than does 5% glucose and with markedly increased protein- 
sparing action. It is swiftly and completely metabolized. Therefore, when formation of 
chyle, a major source of calories, is blocked during pre- and post-operative “digestive tract 
bypass,” many surgeons add Lipomul I. V. to their standard fluid and electrolyte — 


OCTOBER |, 


to provide the most concentrated source of energy: 


tA—Mammalian chyle (highly magnified) 
B—Lipomul I. V. (highly magnified) 


Formula: 

Oxyethylene oxypropylene polymer ...... 0.3% w/v 


Supplied in 250 cc. and 500 cc. bottles 
Indications and effects 


Lipomul I. V., fat emulsion for parenteral use, sup- 


plies approximately 400 calories per 250 cc. It is indi- 
cated in. patients who are unable to take adequate 
food by mouth for any considerable period of time. 
Administration and dosage 

Administer only ‘by intravenous route, as follows: 
For adults 


First 5 minutes ......... seeetes 10 drops/minute 
Next 25 .40 drops/ minute 
For infants and children | 

First 5 minutes ........... 5 to 10 dropst/minute 
Next 25 minutes . . .0.5 to 1 drop per pound/minute 
ye eee 0.5 to 1 drop per pound/minute 


tl cc.— approximately 20 drops. 


1961, VOL. 


Precautions and side effects 


To administer, use only the recipient set supplied in 
the package; Lipomul I. V. must not be mixed with — 
transfusions, infusions, or any other parenteral medi- 
cation, or be given simultaneously through the same 
tubing. A total of not more than 14 units (500 cc. 
each), at a rate not exceeding 2 units per day, should 
be given to any one patient. 

Reactions of a “colloid” type may occur, including 


back or chest pain, dyspnea, severe flushing, or urti- 


caria. There may be delayed chill. Transient fever 
has also been noted, as have such other minor reac- 
tions as nausea, vomiting, abdominal discomfort, 
headache, mild flushing, dizziness, and some vari- 
ations in blood pressure and pulse. 

When the recommended dosage is exceeded, an 
“overloading syndrome” may occur characterized by 
chill, fever, abdominal pain, nausea, vomiting, hepa- 
tomegaly, clotting defects, thrombocytopenia, and 
bleeding, particularly from the gastrointestinal tract. 


Lipomul |.V. 


Trademark, Reg. U. S. Pat. Off. [ 75th year | 
THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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JEFVERSON VEDICAL COLIBOB HOSPTTAL 
lPataent's Record of Charges to Ward Patient mere s Susgical 
JEFFERSON WEDICAL COLIBOE WOBPTTAL for Laboratory, X-rey, Pharmacy,,Etc. 
Record of Charges to Ward Patient Ward 
for Laboratory, X-rey, Pharmacy , tc. Cr | TEST SERVICE "CHARGE 
|Feot A-nay 7. $0 3202.25 
MOMILATIVE 
DATE TEST CR SERVICE CHARGE TOTAL 4, 275 305. 00 
1-15 | Dally charge 0 00 Ath fo, 295 307. 75 
C8C ¥ 00 | Dally Chge 00 321. 75° 
Urinatysis 2.50 20 30 ” 4/400 335, 75" 
Xray - lower Extramiy 7. $0 28.00 Vk 349,757 
“ CAétst 1$.00 ¥3.00 EKG 359.26 
YS. 75 
tome 42.75 Li 27 charge 14,00 af 
FBS Daly change Co 33S. 25 
Exc 7.50 ACE -2 
fonavirt. block tay Fo X2 15.00 425.95 
Sloot -canasctes 378 | 165.25 Levophtd 198 429.70 
Hock Leamsamenate 6.00 #35, 70 
1-17 \Vanavert block Lay 4.00 169.25 LW 50 $37.20 
Daly chge- 16/17/18 kwephed ses | WIS 
| bo | chaage poo | 458.95 
| 209.85 EKG 2.50 472.06 
Daly Chargé 00 283.26 XZ ¥90.25 
7.50 290.16 
#00 294.75 
FIGURE 4 
The program was carried out on 
treatment resulted finally in a total chosen? Immediately, discussion the services of medicine, surgery, 


hospital cost of $375.80 from time 
of admission to time of discharge. 
Figure 3 is a reproduction of the 
unmodified student chart recorded 


in the usual hospital jargon. Seis 


Figure 4 (above) shows a por- 
tion of a similar chart for a patient 
suffering from thrombophlebitis of 
the deep veins of the right leg with 
complicating pulmonary embolism. 
Hospitalization from Jan. 15, 1960, 
to Feb. 15, 1960, resulted in hos- 
pital charges totaling $1144.25. To 
conserve space, only the first 17 
days are shown. They are repre- 
sentative of the total chart and the 
technique used in keeping the rec- 
ords. These again are reproductions 
of the unmodified student charts. 

In this patient, the cost of chlo- 
ramphenicol alone exceeds the cost 
of the total study of the patient 
whose chart is shown in Figure 3. 
Was the use of this drug justified? 
Why? Could a less expensive drug 
that is just as efficient have been 


of cost bears on indications for 
treatment. Certain other aspects of 
the patient’s care and problems 
were brought out also, but cannot 
be seen from the charts alone. 
Some of these will be discussed 
further. 
PATIENT SELECTION 
Patients included in the study 
were chosen at random from some 
departments, such as the depart- 
ment of medicine, and others were 
chosen to insure “long” and “‘short”’ 
cases from others, such as the de- 
partment of surgery. Approximate- 
ly two patients per student were 
assigned for study over a period of 
three to six weeks. This schedule 
was worked out to reduce the 
burden on each student and to re- 
duce the monotony of repetitious 
calculations. Cost factors were dis- 
cussed in relation to the patients’ 
diagnostic and therapeutic prob- 
lems before the entire group of 
students on teaching rounds. 


pediatrics, urology and obstetrics- 
gynecology. In each of these de- 
partments, a younger staff man 
was placed in charge to insure 
constant activity in the study, 
periodic review of the problems 
which developed and continual 
evaluation of the program. 

The program eminently 
successful in demonstrating the 
cost factors in the care of hospi- 
talized patients. A glance at Fig- 
ures 3 and 4 shows how simply and 
clearly the total costs were drama- 
tized. However, as stated, these 
figures do not show the concern 
which arose at various times dur- 
ing the evolution of the study when 
costs were seen to mount, nor 
how added consideration develops 
to justify the need for the pro- 
cedure. Indeed the cost factor in 
medicine was brought home to the 
student and physician clearly, 
vividly and lastingly by active 
participation in the study as it 
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TuBex Sterile Cartridge-Needle Units. 


“This move to TUBEX was made only after a nurses’ 
committee, acting upon the suggestion of our phar- 
macy committee, had carefully studied and recom- 
mended its adoption. We feel that the TUBEX sys- 
tem is the injection program most in keeping with 
the rigid quality and sterility requirements of good 
hospital management which we must maintain.” 


Mr. Simons comments: “‘The TuBEx Closed Injec- 
tion System has been introduced into and is now 
being used in every department of our hospital. Of 
the 169,000 injections given annually here at Memo- 
rial Hospital approximately 50% are in TUBEX using 
either the prefilled cartridges or the empty graduated 


The Memorial Hospital in Wilmington, Delaware, with a 354-bed capacity 
treats over 31,000 patients yearly. Equipped with such facilities as the 
constant x-ray operating room pictured here, ultrasonic cleaning appa- 
ratus and one of the few radioisotope centers in the Middle Atlantic 
States, Memorial Hospital stands ready to serve every need in the heart 
of the great urban and industrial complex of the Delaware Valley. 


Mr. Robert Simons, Director of Pharmacy Service, Memorial 
Hospital, shown dispensing a prefilled TUBEx Sterile Cartridge- 
Needle Unit. In addition to his role as Director of Pharmacy 
Service, Mr. Simons—as one of the founders of the Poison 
Information Centers—is also kept busy promoting this work 
not only in Wilmington but across the nation. 
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TUBEX®, Sterile Cartridge-Needie Unit, Wyeth 


TUBEX®, Hypodermic Syringe, Wyeth 


Closed Injection System, 
Wyeth 


> 
A 
wh 
4 
4 
| 
; 
4 | 
| 
a 4 
3 
4 
“ 
| 
| 
- —- 
| 
| 
| 
2 
| 
SERVICE | 
TO | 
| 
ME OICINE | 
: 
| 


evolved. The effectiveness of active 
participation could be seen when 
compared to the use of impersonal 
examples and statistics brought 
out in general discussions. The 
latter approach is commonly used 
at a time in the student’s develop- 
ment when his activity in patient 
care is not highly developed. This 
impersonal approach relates to 
general economics rather than to 
the personal problems of a dis- 
tressed individual well known to 
the student. 


NEED vs. COST 


The clear relationship of added 
cost to need for a procedure gives 
an aspect to the program which 
ties it intimately to the problems 
of clinical management. Cost of a 
procedure was brought up when 
need was discussed. The cost fac- 
tor sharpened the analysis of in- 
dications for the procedure and the 
benefits to be obtained by ordering 
In the chart of Figure 3, the high 
cost of the primary orders on the 
first day brought up discussion of 
need for the uric acid and creati- 
nine determinations and the reasons 
for electrolytes being ordered 
“across the board” despite evi- 
dences of dehydration. What help 
would the calcium, phosphorus, 
uric acid and phenolsulfonphthal- 
ein be under these circumstances? 
Should the intravenous pyelogram 
be ordered before the plain film of 
the abdomen is taken and inter- 
preted—a procedure taking less 
than an hour to complete? 

There were dozens of areas from 
patient to patient in which similar 
considerations were demonstrated. 
For example, in patients with hy- 
pertension and no disturbed water 
balance, a finding of a urinary 
specific gravity of 1.026 precludes 
the need for a blood urea or non- 
protein nitrogen in the evaluation 
of the renal status. The latter pro- 
cedures are commonly ordered 
routinely when renal disease is 
suspected. The student had driven 
home for him in these discussions 
the fact that such blood chemical 
studies should be used selectively 
in patients by taking into consider- 
ation the total circumstances and 
state of the patient. Under some 
circumstances in medical practice, 
these procedures are difficult to 
obtain. They increase costs in the 
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evaluation of the renal status. 
Whether they are necessary is an 
important fact. 

If the cost of a procedure which 
increases the patient’s bill, is 
considered when the procedure is 
requested, discussion of need be- 
comes a practical factor stimulat- 
ing analysis for the indications and 
mechanism of the abnormality 
sought. Another example is when 
a roentgenologic bone survey is in- 
dicated. Views of many bones are 
commonly ordered, but discussions 
arose as to which areas oi the body, 
for economy’s sake, should be 
x-rayed to help in the particular 
problem suspected. For example, in 
a patient with sarcoidosis or in 
whom sarcoidosis is suspected, 
roentgenologic views of many 
bones are commonly taken to pick 
up certain evidences of this disease. 
The small bones of the hands and 
feet are favored sites and often 
costs can be kept down by concen- 
trating on these areas rather than 
surveys of the long bones as well. 
When Hodgkin’s disease is sus- 
pected, bony lesions are more fre- 
quently observed in the vertebral 
column, pelvis, ribs, upper ends of 
the femurs and the sternum. Here 
costs may be kept down by con- 
centrating on the areas involved in 
the disease under suspicion. 


PRACTICAL STIMULUS 


Cost does not have to enter into 
decisions about tests indicated for 
the particular disease suspected, 
but it does act as a practical stimu- 
lus to consider such problems: Con- 
cern for cost in indicated areas 
helps to stimulate discussion of the 
nature of the disease, distribution 
of lesions and matters of differen- 
tial diagnosis. The simple ques- 
tions—“Do we need it?” and 
“Why?” are not dissociated from 
an understanding of the disease 
processes and the pathologic phys- 
iology of the disease. These factors 
interrelate if the discussion is car- 
ried out satisfactorily. A deeper 
understanding of the disease re- 
sults. 

Another aspect of patient study 
which can be approached very 
satisfactorily through discussions 
of cost is that of screening. In fact, 
clarification of the terms “screen- 
ing” and “diagnostic” may be 
brought about very satisfactorily 
in this way. The most common ex- 


amples in extensive use are in the ~ 
routine examinations of hemoglo- © 
bin, white blood count and the dif- ~ 
ferential smear in patients. In most — 
institutions, these routine exami- ~ 
nations are taken on all patients ad- ~ 
mitted. At times the hematocrit is ~ 
also taken, but very seldom, in ~ 
these days, is the red blood cell © 
count taken as well. It has long 
been eliminated from the routine. © 
If the hemoglobin is normal, there ~ 
is no real value in estimating the ~ 
red cell count or hematocrit deter- © 
mination. If the hemoglcbin.-is ab- 
normal, then the red cell count is 
important, along with the hemato- 
crit determination in the evalua- — 
tion of cell size, hemoglobin content ~ 
per cell and other determinations 
which help differentiate the type 
of anemia present. Thus the screen- 
ing procedure, or the use of a pro- 
cedure pared down to pick up ab- 
normalities only so that further 
studies of detail may be done later, 
but only if necessary, becomes time 
saving and money saving. Many 
other procedures are used selec- 
tively rather than routinely as a 
screening mechanism. This is true 
in various abbreviated forms of 
urinalysis. At times, too, the diag- 
nostic procedure may also be used 
as a screening procedure. This is 
true in the Kahn or Kolmer re- 
actions. 

There were many repeated ex- 
amples in the study of aspects of 
disease brought out through dis- 
cussion of cost. problems, which in 
discussions of medical costs dis- 
sociated from the evolution of the 
problem would not have been dis- 
closed. The student was really 
studying pathologic physiology and 
the peculiarities of various diseases 
with cost as a stimulus. 


STAFF REACTION 


Reaction of the staff and the 
students to the study was by no 
means always favorable. Com- 
plaints sometimes arose that the 
time spent on the cost records was 
too great, detracted from the study 
of disease and disease mechanisms 
and prevented students from con- 
centrating on the study of disease 
mechanisms. It was to circumvent 
such complaints that the number 
of investigations per student was 
minimized and discussions were de- 
veloped in teaching rounds so that 
each student could benefit from the 
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in local anesthesia 


Quicker anesthesia’ / longer lasting anesthesia*/ no epinephrine needed" / virtually no vasodilatation* / greater 
safety’ “This combinatign of properties offers the opportunity of obtaining almost instantaneously profound 
and long-lasting anesthesia, with negligible. tissue irritation, and without complicating systemic effects of 


vasoconstrictors, and Wessiager, 0. J. Internat. Coll. Surgeons 34:573, Nov,, 1960. 2. Erickson, J. 
ee | Hi, and Heri : Guthrie Clin. Bull. 29:45, 1959, 2. Gordon, R.A; Kerr, J. H., and Taylor, Russell: Canad. Anaesth. 
' att nah 4960 4 Sadove, M. S. New 9:39, Sept, 1960. 5. Young, J. A; Anesth. & Analg. 39:451, 

Sept. Oct. 1960. Mf desired, epinephrine may be used in infiltration anesthesia for hemostasis. 
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work of his colleagues. At the same 
time, benefits were passed on to 
the house staff and to the visiting 
staff during these discussions. 

The students actually spent from 
one to three hours per week on the 
study. Many of them believed, of 
course, that time could be better 
spent on the principles of the dis- 
ease. It is obvious that such a reac- 
tion indicated an improper balance 
in the discussion of the patient’s 
problem and a failure to integrate 
cost data and the discussion of in- 
dications for procedures. This fact 
then pointed up deficiencies in in- 
struction. Interest depended upon 
proper balance, a balance of bene- 
fits and burdens. The understand- 
ing and interest of the instructor 
markedly determined this relation- 
ship. 

The exact number of patients 
necessary for an effective program 
is not clear. However, it was felt 
that the program was presented 
effectively with as few as two pa- 
tients per student over a three to 
six-week period, providing group 
discussions took place as they did 
in this program. 


SUMMARY 


The medical student educational 
program concerning patient charges 
and costs of utilization of ancillary 
services for inpatients was insti- 
tuted on the teaching services of 
the Jefferson Medical College Hos- 


pital, not only to acquaint students 
with the costs of patient care, but 
also to stimulate them to consider, 
through realization of charges, the 
need for the procedure or service 
under discussion. Charge manuals 
and charge sheets were supplied 
for their use. Patients were selected 
to demonstrate costs of care for 
varying diagnosis and lengths of 


stay, reducing the burden of the 


study and the monotony of repeti- 
tious calculations. Records were 
kept for the complete. period of 
hospitalization of each patient 
studied. In group presentations of 
these patients, costs were brought 
out. Need for a procedure or test 
was discussed and its true indica- 
tion established through attempts 
to lower the financial burden. Ade- 
quacy of simpler screening proce- 
dures in place of complex tech- 
niques was spotlighted. Choice of 
the sequence of studies and tech- 
niques to combine procedures came 
under consideration as theyaf- 
fected length of hospital stay. Dis- 
cussions at ward rounds to deter- 
mine the best procedure replaced 
independent, promiscuous order- 
ing by various residents and at- 
tending physicians. Real benefits in 
evaluation of indications for, and 
selection of, alternative procedures 
resulted. Resident participation ex- 
tended these benefits to the house 
staff and to the attending staff as 


NOTES AND COMMENT 


Physician team reports 
transfusion mortality findings 


It is estimated that 3.5 million blood transfusions will be given this 
year in the United States and that approximately 3000 people will die 
because something will go wrong during these administrations of blood, 
according to Donald V. Walz, M.D., Veterans Administration Hospital, 
Iowa City, and the Dept. of Medicine, State University of Iowa. 7 


Dr. Walz, assisted by his associ- 
ates, Richard L. Lawton, M.D., and 
Richard E. Peterson, M.D., report- 
ed on a statistical study of single- 
unit blood transfusions at the 1960 
meeting of the American Associa- 
tion of Blood Banks in San Fran- 
cisco. 

Acknowledging that exact mor- 
tality statistics on transfusions are 
impossible to gather, Dr. Walz 
stated that his team made a con- 
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servative estimate, on the basis of 
figures supplied by the Joint Blood 
Council, of the transfusion death 
rate. Assuming one fatality per 750 
persons receiving biood transfu- 
sions, the death rate from trans- 
fusions since 1954 has exceeded 
that from appendicitis. Further, al- 
though the death rate for appendi- 
citis has been decreasing, that for 
transfusions is clearly increasing, 


according to Dr. Walz. 

Although Dr. Walz states that he 
did “not hold with the conclusion 
that single-unit transfusions are 
never justified,” he asserted that 
“a critical review and redefinition 
of the indications for transfusion is 
in order.” He added, “There are 
two valid indications for transfu- 
sions—one, to improve the stability 


of the circulating system when 


blood volume has been seriously 
reduced and two, to improve the 
oxygen-carrying capacity of the 
blood.” 

One unit of blood is given with 
equal questionable frequency, Dr. 
Walz said, in both medical and sur- 
gical services. Avoiding unneces- 
sary transfusions can be the biggest 
single step to prevent transfusion 
complications, he added. 

The three physicians recom- 
mended that indications for blood 
transfusion should be clearly de- 


_ fined, carefully taught and defensi-_ 


ble in a court of law. They urged 
that other studies be made so that 
individual hospital staffs will 
quickly recognize misuse of blood. 
For this purpose, they advised the 
formation of a hospital transfusion 
committee to evaluate indications 
for and use of blood. . 


Joint Nomenclature 
Plan Approved 


The American Medical Associa- 
tion and the U.S. Pharmacopeial 
Convention have approved a co- 
operative program for the selection 
of nonproprietary names for drugs. 
This new program, which facili- 
tates the selection of suitable non- 
proprietary drug names and en- 
courages their use when indicated 
in labeling in advertising, in titles 
of official publications and in sci- 
entific literature, represents a dove- 
tailing of the nomenclature inter- 
ests of the Council on Drugs of the 
AMA and the U.S. Pharmacopeia. 

Previously, most nonproprietary 
names for drugs were selected in 
negotiations between the drug 
manufacturers and the council. This 
program now replaces the nomen- 
clature committee of the Council 
on Drugs with a joint USP-AMA 
nomenclature committee. It also 
provides for a nomenclature re- 
view board that will review in- 
dividual negotiations whenever the 
need arises. 
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PENROSE 
Drainage Tubing 


made of pure latex 


Radio opaque and x-ray detectable 


at no increase in price! 

The new radio opaqueness of Blue PENROSE 
shows the tubing clearly in x-ray. Its uniform 
smooth texture is free from thin spots or 
bubbles. Eight sizes are available: 44, ez, 
¥%, i, %, %, % and 1 inch... packed 
one dozen to a box. 


36 inch length-612 18 inch length-612A 


Insist on Perry Blue Radio Opaque Penrose 
and eliminate guesswork! 


W. A. BUSHMAN ASSOCIATES, INC. 
EXCLUSIVE SALES AGENTS 


Y russer comPANY 


MASSILLON, OHIO 
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IN THERMAL APPLICATIONS... 
WHAT PRICE 


SAFETY? 


The possibility of burn damage to skin and tissues, in cases where 
moist or dry heat therapy is employed, provides a constant hazard. 
What price safety . . . what avenues of approach to the problem? 

An effective answer is clearly indicated in the thousands of Aqua- 
matic K-pads in constant use today in hospitals and clinics nationwide. 
Years of application have demonstrated complete safety when properly 
set to the doctor’s prescription—no cases to the contrary. Once set, 
the unit itself requires no attention; operation is quiet, entirely auto- 
matic, and accurate within 1°F. 

The pads mold to body contours, are light in weight, flexible and 
well-tolerated by the patient. Optimum therapeutic results are obtained, 
with great savings in nurses’ time. Various sizes available, including 
rectal compress and post-partum pads. Controls are UL-listed and pads 
are fully guaranteed. e See your equipment distributor, or write 
us direct. Gorman-Rupp Industries, Inc., Bellville, Ohio. Dis- 
tributed nationally by American Hospital Supply Corporation. 29s 


THE SAFE, MODERN WAY TO APPLY HEAT OR COLD 


HOSPITALS, J.A.H.A. 


| | 
4 
‘ 
5 
— 
an é ‘ 
Bx, 
at 3 
» 
‘4 
3 
> 
+ 
& 
86 
4 
“ | 


by FRANKLIN E. SIMEK 


ANY BUSINESS firms use a pro- 
cedure for ordering and for 
control of inventories known as 
“order cycling’. In this procedure, 
the status of each item is reviewed 
periodically. The periodic review 
is the reason for the term “cy- 
cling’. In the order cycling proce- 
dure, the following facts for each 
item are determined at the time of 
each review: (1) forecasted re- 
quirements; (2) acquisition lead 
time; (3) planned usage during 
the lead time; (4) quantity on 
hand; (5) quantity on order, and 
(6) inventory policy. 

In discussing the six factors in- 
volved, the first, forecasted re- 
quirements, is determined by prop- 
er stock records of past experience 
plus anticipated usage and any 
anticipated changes. 

Determination of acquisition !ead time. 
Accurate information on lead time 
required to obtain delivery is es- 
sential. In intermittent production 
or usage, if the lead time necessary 
to obtain delivery of a particular 
item is 60 days, then, obviously, a 
review of that item must be made 
at least 60 days before the require- 
ment date. On the other hand, if 
the lead time is 10 days, a review 
60 days in advance of the require- 


ment date is unnecessary and un~ 


desirable. 

In intermittent production or 
usage, the review date for each 
item is determined by the acquisi- 
tion lead time. Acquisition lead 


Franklin E. Simek is administrator, La- 
fayette (Ind.) Home Hospital. 
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Criteria for 


PART TWO OF A TWO-PART ARTICLE 


and functional aspects of . 
inventory control 


In this concluding part of a two- 
part article, the author discusses such 
functional aspects of inventory control 
as selective control, control procedures 
and economic order quantity. Part 1, 
a discussion of criteria for inventory 
control, appeared in the Sept. 16, 1961, 
issue of this Journal. 


time is the sum of times required 
for the following: (1) the ordering 
system (paper work, selecting ven- 
dor, placing order); (2) vendor’s 
process time; (3) transportation 
time; (4) receiving time (unload- 
ing, inspection), and (5) put-away 
time (transporting to recorded 
stores location). In other words, 
acquisition lead time is the elapsed 
time from review date to availa- 
bility of the item in stores. 
Planned Usage During Lead Time. The 
purchasing agent must decide the 
planned production or usage dur- 
ing the lead time. This, of course, 


_ is quantity on hand, and this figure 


comes from the stock record card. 
It is the balance in stores as of the 
review date. The need for accuracy 
in this figure cannot be over- 
stressed. It is here that inventory 
control systems frequently break 
down. If a clerk is employed to 
maintain the stock records, then he 
must be properly selected and 
trained for this program. The rec- 
ords also should be frequently 
checked with the physical inven- 
tory to verify their accuracy. 
Quantity on Order. The stock con- 


trol card should show the quantity. 
on order or the undelivered orders. 


' Use of this factor depends upon 


how frequently the purchasing 
agent reviews stock control cards 
for control purposes. 

Inventory Policy. The reserve sup- 
ply or safety supply policy should 
be predetermined between the ad- 
ministrator and purchasing agent 
and possibly the department head 
since the dollar value of inventory 
is a management decision. Many 
factors must be taken into account 
in this determination, such as the 
possibility of sudden usage, stock- 
out, delivery and dollar value. 

A relatively small group of in- 
ventory items accounts for a rela- 
tively large per cent of the total 
inventory value. Accordingly, ef- 
fective inventory control calls for 
segregation of items into categories 
and then the development of a 
proper control procedure for each 
category. This is called selective 


control. 


SELECTIVE CONTROL 


The procedure for segregating 


items into categories consists of six 


steps: 

1. Determining the price per unit 
for each purchased item. This can 
be done by projecting the latest 
price over the forecast period and 
adjusting that figure, if necessary, 
for expected price changes. 

2. Determining the future re- 
quirements for each item over the 
forecast period. 

3. Multiplying the projected 
price per unit by the projected re- 
quirements to arrive at the value © 
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of that item flowing into operations 
over the period. 

4. Arranging the items in order 
of value, from highest to lowest, 
after determining value of each. 

5. Converting these figures into 
percentages; i.e., the number of 
each item into per cent of the to- 
tal number of all items, and the 
value of each item into per cent of 
the total value of all items. 

6. Plotting the corresponding 
percentages on a chart. 

When the percentages are plotted 
on a chart, a curve will be arrived 
at with certain break points. These 
can be considered in three areas: 
high, medium and low values. 
Thereby, inventory items are seg- 
regated into categories for selective 
control. The control procedure 
should be tight for the relatively 
few high-value items with a lesser 
control for the many low-value 
items. This will result in maximum 
‘control per procedure dollar. 

Value is not the only basis on 
which items should be classified 
for selective control. Inventory 
items that are highly critical to 
continuity of hospital operations 
should be included with the high- 
value items; also perishable items 
and highly depreciable items should 
be put into the high-value group. 
In this area, the judgment of the 
purchasing agent, based on his 
training and experience, is brought 
to bear on each item in inventory 
to maintain selective control. 


CONTROL PROCEDURES 


Degree of control is synonymous 
with frequency, accuracy and com- 
pleteness of review. High-value 
items should be under a high de- 
gree of control, approaching what 
might be called flow control. Ac- 
curate daily records, when neces- 
sary, are kept. All factors in the 
quantity-time decision process, e.g., 
future requirements including due 
dates, lead time, quantity on hand, 
quantity on order and safety stock, 
should be placed under frequent 
and careful review and frequent 
ordering. Frequent review of all 
the factors makes for fewer as- 
sumptions and thus greater ac- 
curacy. 

The objective of the system is to 
cause the item to flow in as closely 
as possible to requirements. Safety 
stock should be at a minimum, and 


should be closely reviewed in the 
light of the vendor’s expectations 
of trouble on his end, which the 
purchasing agent should take pains 
to learn. 

The economic justification for 
frequent review, and frequent, 
smaller orders, and low-safety 
stock of high-value items, lies in 
the fact that the resulting savings 
in carrying costs and reduced 
stock-outs more than offset the in- 
creased cost of more frequent or- 
dering and control. 

Low-value items should be put 
under low-cost control. For in- 
stance, a two-unit, automatic or- 
der-point system may be _ used 
without record keeping. The quan- 
tity in the second unit is the order- 
point. When the second unit is first 
used, a requisition for a new order 
of the item is made. The quantity 


in the second unit has been deter- | 


mined originally by the then- 
known lead time being multiplied 
by the then-known requirements 
and the safety stock being added. 
Rough past usage figures may be 
used for future requirements and 
a relatively large order quantity 
is detemined. However, one aspect 
of control cannot be taken lightly 


in the case of low-value items. A. 


small-cost item should not become 
a stock-out item because of too 
loose a control. 

The control procedure for me- 
dium-value items should be less 
rigid than for high-value items, 
but not as fully “automatic” as for 
low-value items. It is a compro- 
mise between the two. Stock rec- 
ords should be kept, but check 
counts need not be made as fre- 
quently as for high-value items. 
Lead time should be checked only 
periodically. Although safety stock 
may be established for each me- 
dium-value item, review of safety 
stock can be done periodically, not 
every time an order is placed. 


ECONOMIC ORDERING QUANTITY 


Ordering quantity is a calculated 
‘‘economic ordering quantity’”’ 
(E.0.Q.), determined once for the 
forecast period and used thereafter 
during the period, which is deter- 
mined on an individual basis. The 
control procedure is automatic, in 
the sense that requisitioning is 
triggered when an extension on 
the record card shows the balance 


on hand has crossed the order 
point. Complete and careful review © 


of all factors is not made each time 


an order is placed. Order point is 
reviewed only periodically, prefer- 
ably when the lead time review is 
made, and not every time an order 
is placed. 

Before the purchasing agent em- 
barks on an order point system 
using E.O.Q. for the medium-value 
items, he should make a prelimi- 
nary evaluation for at least two . 
reasons. First, it will give him an 
idea of the total costs of ordering 
and carrying inventories of these 
items and, thus, a rough idea of 
the possible savings in total cost. 
Second, it will be a benchmark 
with which the purchasing agent 
can later compare actual savings 
if he decides to use this method. 
For this preliminary evaluation, he 
should take the following steps: 


THE PRELIMINARY EVALUATION 


Take a representative sample of 
10 items from the medium-value 
group and obtain the following 
data on this sample from last year’s 
operations: (a) average dollar 


value of inventory (from stock 


and accounting records); (b) rough 
figure for a carrying charge as a 
per cent of inventory value (from 
accounting); (c) total number of 
orders placed for the group of 10 
items (from purchasing records), 
and (d) number of stock-outs ex- 
perienced on these 10 items (from 
stock records). 

Now, establish a rough figure for 
the average cost of placing an or- 
der (from actual departmental 
costs), being sure to apply all costs 
involved in placing an order, but 
not including, of course, the price 
of the item ordered. Do not in- 
clude any fixed costs of ordering, 
such as heat and light. 

_ Finally, use judgment to estab- 
lish a rough figure for average 
cost per stock-out (records won’t 
help here). 

From these figures, the purchas- 
ing agent can get an idea of the 
total cost associated with his pres- 
ent control procedures on the me- 
dium-value group. This will not 
tell him how much savings he can 
make, but it may point out where 
he can make them. 

Results will indicate if the aver- 
age inventory is too high. This may 
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FROM O.R. TO HOUSEKEEPING 


Wescodyne with “Tamed lodine” destroys the widest range 


of micro-organisms —cleans and disinfects in 


Wescodyne is formulated with “Tamed Iodine.” 
It non-selectively destroys bacteria, viruses, 
spores, fungi, even resistant types of ‘staph. 


Wescodyne improves upon, and eliminates the ' 


need for, a wide variety of products. Its strong 
detergent action combines cleaning and disin- 
‘fecting in one step. 

In solution, Wescodyne is non-toxic, non-stain- 
ing, non-irritating. And virtually odorless. At 
recommended dilution, Wescodyne has a rich 
-amber color. As long as the color remains, a 
tive germicidal activity continues. 


Astonishingly enough, Wescodyne costs less than 
2¢ a gallon at general-use dilution. 


WEST inc 


WEST DISINFECTING DIVISION 
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one 


step 


For full information, results of scientific evalua- 
tions, and recommended O.R., housekeeping and 
nursing procedures, write West Chemical 
Products, Inc., 42-16 West Street, Long Island 
City 1, New York. 


*“Wescodyne’’ and ‘Tamed lodine’’ are Reg. T.M.'s of West Chemical Products, Inc. 


Technical Advisory Service 4 
West Chemical Products, Inc. 

42-16 West Street, Long Island City 1, New York 
Gentlemen: () Please send available literature 

[J Have your representative call 
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A. Order size 
B. Number of orders — 

(A) 
C. Average inventory “ $1 
D. Total ordering cost (B) x $5 
E. Total carrying cost (C) x 10¢ 
F. Total cost (D) + (EB) 


200 400 800 1600 
8 2 1 
$100 $200 $400 $800 


$ 40 $ 20 $ 10 $ 65 
$ 10 $ 20 $ 40 $ 80 
$ 50 $ 40 $ 50 $ 85 


%9 TOTAL VARIABLE COST = SUM OF ORDERING COST 
| D WVENTORY CARRYING COST « A+6 
30 


| | 
‘AL INVENTORY CARRY ING 
| COST FOR THE PERIOD (8) 
20 4 
! 
10 4 4 
TOTAL ORDERING COST FOR THE PERIOD) 
$< i j 


vers 200 400 600 800 


(LEFT) Tabular method of determining E.0.Q. (RIGHT) Graphic method of determining E.0.Q. — 


be reduced by more frequent or- 
dering in smaller quantities. This 
will tend to raise ordering cost, but 
not as much as it reduces inventory 
carrying cost. The result will be 
lower total cost. The ordering 
quantity that results in lowest to- 
tal cost is the E.O.Q. 


Two methods may be used to de- 
termine the economic order quan- 
tity. One is tabular and the other 
is graphic.5 | 

It is possible to determine an 
approximate E.O.Q. by a tabular 
method. Assume the following: 


Requirements for the period; 
sa 


Ordering cost (per order) _.............. $5 
Price of the item (per unit) ....... $1 
Inventory carrying charge (per 

cent of inventory value) ............ 10% 


With these figures, various pos- 
sible order sizes can be evaluated 
(see chart above). 

Of the various order sizes evalu- 
ated, 400 units is the most econom- 
ical. Any other order size shown 
would result in greater total cost. 
However, we have not evaluated 
order sizes between 200 and 400 
and between 400 and 800. Perhaps 
in those ranges total cost drops be- 
low $40. Hence, the tabular meth- 
od of finding E.O.Q. for an item 
would require a number of trials 
in order to establish an accurate 
E.0.Q. 

By use of a graph it can be 
proved that as order size increases, 
the number of orders for a given 
period decreases; therefore, the to- 
tal ordering cost over the period 
decreases. It also shows that as 
order size increases, average inven- 
tory in units increases and, there- 
fore, inventory carrying cost in- 
creases. As the curve is developed, 
the chart will show that the sum 
of inventory carrying cost and or- 
dering cost first decreases as order 
size increases, then turns up. There 
is a low point in the curve where 
the sum of the two costs is at a 
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minimum. A dotted line dropped 


straight down from this low point. 


indicates the economic order quan- 
tity. If the previous example were 
used, the charting would indicate 
that the order size is 400 units. 

The quickest way to determine 
economic order quantity is by 
means of the following method, 
which is called total value analysis. 
The problem here is to develop a 
formula that expresses the order 
size in terms of the other factors 
involved in the problem so as to 
result in minimum total cost for 
the period. In this discussion, fixed 


costs will be disregarded. The fol-— 


lowing items develop tre economic 
order quantity formula. 3 
Q—order quantity (size) 
R—requirements of the item, in 
units, for the period 
S—ordering cost per order 
P—price paid per unit 
I—inventory carrying charge as 
a percentage of inventory 
value 


In terms of definition, the total 
ordering cost for the period equals 
the number of orders placed dur- 
ing the period times the ordering 
cost per order. Inventory carrying 
costs in terms of the foregoing are 
the carrying charge times the 
value of the average inventory 
carried over the period. 


TOTAL VARIABLE COST 


This procedure now develops an 
expression for each of the two 
variable costs of the period; i.e., 
total ordering cost and total inven- 
tory carrying cost. These two add- 
ed together give the total variable 
cost for the period. When the to- 
tal variable cost, the total ordering 
cost and the total inventory carry- 
ing cost for a given period are 
charted, the most economical order 
quantity can easily be indicated. 

Inventory carrying costs are com- 
posed of the following elements: 
interest on investment; space, 


equipment and handling charges; 
physical inventory charge; insur- 
ance and taxes; obsolescence and 
deterioration charges; appreciation 
or depreciation charges, and any 
other miscellaneous charge that 
would not be incurred if inventory 
were not carried. These 11 items 
should lie somewhere between 10 
and 30 per cent of average inven- 
tory for a given period. However, 
articles relative to hospital inven- 
tories indicate a 10 or 11 per cent 
carrying charge. 

In summarizing, the first crite- 
rion for establishing inventory 
control is proper inventory man- 
agement. This includes proper in- 
ventory procedures, control cost 


accounting and budgetary analysis 


and review. A second criterion is 
to provide service to other depart- 
ments. This consists of the pur- 
chasing agent’s supplying these 
departments adequately and com- 
ing into contact with the various 
operating personnel to understand 
their problems and to bring out 
any items available for use. A third 
criterion is standardization as an 
aid to purchasing. Perhaps “sim- 
plification” is a better word than 
standardization, since it involves 
continual research into how items 
are used. As an aid to purchasing, 
it is necessary for the purchasing 
agent to know the inventory items 
and to have a control on inventory. 

Methods of functional inventory 
control can be expressed in terms 
of various formulas. One is order 
cycling, which is a matter of peri- 
odic review of inventory items to 
determine the quantity. Another is 
the study of per cent of dollar 
value of inventory. It is possible 
to segregate inventoried items into 
categories of high value, medium 
value, and low value. In establish- 
ing controls based on this knowl- 
edge, the controls are to be good 
in all areas, but the degree of con- | 
trol is to be tight in the high-value 

(Continued on page 161) 
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This new kind of 
patient-room furniture | 


keep your new hospital 


from being obsolete 
the day it’s opened 
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Choose the new kind that 


cates for patients 


| | AMERICAN 
» SEATING 


The young man above may not want his Sehool Books 
But one thing is certain: Hospitals throughout the country 
want and need American Seating patient-room furniture! 
Why? Because everybody benefits. Patients do more for 
themselves, thanks to many new convenience features. 
Doctors and nurses enjoy more efficient use of their time 
because it’s easier and faster to attend patients. Even 
visitors “‘oh’’ and ‘“‘ah’’ when they see and try the superb 
comfort and ready accessibility of each accessory. See a 
demonstration of this furniture before you buy. Be sure | Ee 

your new hospital isn’t obsolete the day it opens. 3 re ; 


Copyright 1961, American Seating Company. American Seating products are fully covered by patents and patents pending. 
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Lightweight, colorful Push-Button 
Control helps patients do more 
for themselves. Just finger-tip 
pressure on sculptured control 
buttons and bed adjusts to any 
desired height or position for head 
or knee section. Fits handily in 
“caddy” affixed to Overbed Butler 
or bedside. Key-operated electrical 
switch allows nurse to lock bed 
in position. 


Overbed Butler is exclusive new concept in patient-room overbed 
tables. Patient can easily adjust height to suit needs. It readily 
moves up and down with the bed and the entire unit travels from 
head to foot. Has concealed vanity-bookrest. Top is hinged for 
patient’s safety. 

Remarkable Access-o-matic bed permits caring for patients from 
all four sides. A touch of a button gently changes its position without 
cumbersome clutching and declutching devices. Truly, the Access- 
o-matic bed with Overbed Butler is the ultimate in flexibility, 
comfort and convenience for both patients and hospital personnel. 
Be sure you know the facts about American Seating Hospital 
Furniture before you buy. 


Attractive, roomy chest has three large 
removable plastic drawers with satin- 
chrome pulls. Built of vinyl-clad steel. 
Never needs refinishing. Chest, without 
legs, also may be placed atop bench to 
save space. 


Handsome, two-position Rest-O-Matic 
Lounge Chair adjusts from erect to 
reclining position merely by shifting 
body weight. Decorator styled, luxury- 
depth washable seat cushions. 


MANUFACTURERS OF SCHOOL, CHURCH AND HOSPITAL 


AMERICAN \ \ \ \ FURNITURE; 


AUDITORIUM, STADIUM, THEATER, AND — 


e SEATING “™”™ TRANSPORTATION SEATING; FOLDING CHAIRS AND TABLES 
Access-o-matic, Overbed Butler, Rest-O-Matic Lounge Chair, and 


GRAND RAPIDS 2, MICHIGAN Bedside Susan are trademarks of American Seating Company. 
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and. suply Nevlew 


product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 

>the American Hospital Asso- 
ciation. 


Clinical thermometer (19F-1) 
Manufacturer's description: This patented, 


shockproof Swiss precision clinical | 


thermometer for fever measuring 
provides a dial face that reads like 
a watch, is completely moisture- 
proof and can be immersed for 


complete sterilization. Complete - 


with a plastic case, the thermome- 
ter contains no mercury because 
the temperature is activated by 
an unbreakable bi-metal element. 
Calhear Instruments Co., Dept. 
H19, 412 W. 6th St., Los Angeles 
14. 


Magnetic sweeper (19F-2) 
Manufacturer's description: This light- 


weight, hand-propelled sweeper 
can be used to clear aisles, floors, 
walks and drives of dangerous fer- 
rous contaminants, including sharp 


metal chips, filings, nails and tacks. 
The magnetic tube picks up objects 
and can be detached and used as a 
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magnetic retriever in other opera- 
tions, such as in tanks of water or 
in hard-to-get-at places. Propelled 
on two rubber wheels, the unit pro- 
vides a wiper ring and a collection 
pan which enables the magnetic 
tube to be unloaded. The unit is 
offered in six models with widths 
from 10-3/16 to 34-3/16 in. Eriez 
Mfg. Co., Dept. H19, Erie 6, Pa. 


Exchange transfusions (19F-3) 
Manufacturer's description: Compact, 


sterile and equipped with standard 
instruments, this plastic exchange 


transfusion tray provides dependa- 


bility in emergency situations such 
as Rh incompatibility. Individual 
use aids in eliminating cross-infec- 
tion and the disposability factor 


facilitates clean-up and reassem- 
bly time. Pharmaseal Laboratories, 
Dept. H19, Marketing Services, 
Glendale 1, Calif. 


Diverter shower valve (19F-4) 
Manufacturer's description: Equipped 


with a push-button diverter valve 
installed chest-high, this shower is 
designed to help gm 
reduce falling 
accidents which 
sometimes occur 
in tub showers. 
When the show- 
er is turned off, 
the push button 
automatically 
returns to a 
closed position 
so that the next 
time the valve is 
turned on, the 
water is deliv- 
ered from the tub spout. The 


- valve will hold the shower tem- 


perature steady once it is set, and 
the shower head can be regulated 
to a choice of normal, fine or flood 
sprays. Speakman Co., Dept. H19, 
Wilmington, Del. 


Magnetic sweeper (1 9F-2) 


NAME and TITLE 


> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Chicago 11, Illinois. 


PRODUCT NEWS 


Survival kit (1 9F-8) 

Hydraulic bathtub seat (19F-9) 
Pressure fryer (19F-10) | 
Stacker and receiver (19F-11) 
Patient care kit (19F-12) : 
warmers (19F-13) 


Clinical thermometer (19F-1) 


Exchange transfusions (19F-3) 
Diverter shower valve (19F-4) 
Filing cabinets (19F-5) 

gular sterilizers (1 9F-6) 
Cc ode-chair combination (19F-7) 


PRODUCT LITERATURE 


_____Injection apparatus (19FL-1) 

Rubber products and dressings (1 9FL-2) 
dishwasher (19FL-3) 
Rackless dishwashers {1 9FL-4) 
meat flavoring (19FL-5) 


Massage lotion (19FL-6) 
Perfusion apparatus (19FL-7) 
Laundry equipment (1 9FL-8) 
Glass products (1 9FL-9) 
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Complete FOOD SERVICES 


CONTROLLED PURCHASING 
ELIMINATES 
“OVER-BUYING”’ 


A problem that exists in the di- 
_ etary departments of many hospitals 


is the lack of efficient, controlled 
purchasing of food and consequent 
unbalanced inventories due to 
“over-buying.” This problem can 


- be eliminated by contracting with 


The Prophet Co. to serve your 


dietary needs. You will then know 
your food costs at all times. 


The completely specialized Hospi- 


tal Division of The Prophet Co. 


is staffed by experts selected for 


_ Management and operation of hos- 


pital dietary departments. These 


experienced people can and do cut 


food costs while improving quality. 
Prophet dietary services provide 
carefully planned, tasty, and var- 
ied menus. 


With Prophet management you rid 
yourself of all responsibilities con- 
nected with the operation of your 
dietary department and are assured 
of its operation in accordance with 
your policies. Prophet sets upan 
operating budget to assure econom- 
ical and efficient control of all in- 


ventory, bookkeeping, and labor — 
- costs. Prophet quantity and quality | 
controlled purchasing eliminates — 


“over-buying” and will provide 


your hospital’s patients and staff 


with adequate portions of better 


prepared and greater varieties of 


food. 


The Prophet Co. also provides food 


services to more than 210 units 
from coast-to-coast including indus- 


trial establishments, bank and 


office buildings, department and 


specialty stores, colleges and uni-— 
versities, military establishments, — 
and owns and operates 5 distinc- | 
tive Monte’s Restaurants in 


Detroit, Cincinnati and Chicago. 


Write, wire, or phone .. . 
we'll be glad to tell you more 


THE PROPHET CO. 


708 Fisher Building, Detroit 2, Mich. 
1418 N. Highland Ave., Los Angeles 28, Calif 


sprays. Speakman Co., Dept. H19, 
Wilmington, Del. 


Filing cabinets (19F-5) 

Manufacturer's description: Side-opening 
and ball-bearing suspension as- 
pects of this cabinet incorporate 
both the ordinary drawer file and 
shelf files. Available in all-welded 


units, the cabinets are three, five, 
or seven-levels high. Wheeldex & 
Simpla Products, Inc., Dept. H19, 
1000 N. Division St., Peekskill, 
N.Y. 


Rectangular sterilizers (19F-6) 

Manufacturer's description: Of particular 
significance in this rectangular 
sterilizer is the electrically-oper- 
ated door which eliminates hand 
wheels and locking bars. The elec- 


tric door opens, closes and locks 
itself and initiates the sterilization 
cycle by means of one push-button 
control. In case of power failure, 
it can be operated manually. Wil- 
mot Castle Co., Dept. H19, 1949 E. 
Henrietta Rd., Rochester, N.Y. 


Commode-chair combination 


(19F-7) 
Manufacturer's description: Upholstered 


in foam rubber, this chair features 
stained walnut arms and legs, has 
an easily removable custom recep- 
tacle, which is completely hidden 
when the chair cushion is in place, 


and the commode seat is con- 
structed of white waterproof plas- 
tic. Innerspring back and bolted 
construction provide for the chair’s 
resiliency. Everest & Jennings, Inc., 
Dept. H19, 1803 Pontius Ave., Los 
Angeles 25. | 


Survival kit (19F-8) | 
Manufacturer's description: Capable of 


sustaining one person for 14 days 
in an emergency situation, this 
food and water survival kit can be 


used by boat or airplane owners, 
persons living in hurricane and tor- 
nado belts, or for any emergency 
where food and water might not 
be available. The 24-lb. kit con- 


tains food, 14 pts. of vacuum- 
packed water, a vitamin C ascorbic © 
acid supplement and eating uten- 
sils. The kit meets standard speci- 
fications for survival and can be 
stored for from three to five years. 
Surviv-all, INC., Dept. H19, 515 
Madison Ave., New York 22 


Hydraulic bathtub seat (19F-9) 
Manufacturer's description: This bathtub 


seat oscillates horizontally which 
permits moving it from a position 
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over the center of the tub to a 
position at the side of the tub. The 


hydraulic cylinder and the at-. 


tached mechanism connected with 
it’ are housed in a cabinet which 
may be recessed in the wall, an- 
chored to .the wall or mounted 
above the end of the tub. The en- 
tire unit is compact and the elec- 
tric motor and hydraulic pump 
may be situated away from the 
bathroom,.or can be concealed in 
a cage attached to the cabinet and 
located approximately 5 ft. above 
the tub. Turner Applicator Co., 
Dept. H19, Port Jefferson, Ohio. 


Pressure fryer (19F-10) 
Manufacturer's description: Used for 


open, or frying, this 


purpose, 16-lb. 
capacity fryer 
produces fried 
chicken in 8 
min., beef pat- 
ties in 2 min. and 


french-fries in 3 
min. Operating 
at temperatures 
of from 300 to 
F., the unit 
has a fat capa- 

city of 45 ibs., 
is 44 in. high 21 in. wide and 
26% in. deep. Packaged weight 
for shipping. is 250 lbs. Ballantyne 
Instruments & Electronics, Inc., 
Dept. H19, 1712 Jackson St., Oma- 
ha, Neb. 


Stacker and receiver (19F-11) 
Manufacturer's description: Built in three, 


four, five and six-lane models, this 


unit provides a fold-away table 


that can be used to hand fold large 
or small pieces which bypass the 
stacker. The Hydraxtor Co., Dept. 
H19, 7415 N. St. Louis Ave., Sko- 
kie, Ill. | 


Patient care kit (19F-12) 
Manufacturer's description: This card- 


board carrying case, personalized 
with the hospital name and picture, 
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automatic dual- 


sea-food and 


Lites 


IN MOST HOSPITAL BEDS _ 


No. 7345 


No. 7307 
(Clamp Model) 


(Without Center Joint) 


With 3-Conductor Cord and “‘U”’ Type Grounding Plug 


ACCESSORIES 
Adapt Swivelier Hospital-Lites to headboards without holes 
MOUNTING “STOP” UNIVERSAL BED 
BRACKET BRACKET CLAMP ADAPTER 
No. 7351 No. 7356 No. 7346 No. 7352 


Shade stays | y s “pir Force 
comfortable to tests on 


after hours of 


For 


examination 
and 
| —— FLOOR & TABLE MODELS 
| emergency : For bedside tables, 
| icians’ iti 
ais Sei & for outlet box attachment & White Finish 


7 Write Department H10 for full information (and complete catalog) today. 


New York Showroom 


swivelier 30 IRVING PLACE, NEW YORK 3,N. Y. 


General Office & Factory: Nanuet, NY. 


COMPANY, INC. In Conada: Verd-A-Ray Eluctric Prod. Ltd., Montre 


TRADEMARK 
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contains 10 personal care items for 
the patient’s use during his hospi- 
tal stay. The kit contains a 4 oz. 
plastic squeeze bottle of massage 


and held at serving temperatures 
for hours, these food warmers have 


humidity controls which keep moist 
foods from drying out and dry 
foods from turning soggy. Featur- 
ing over- or under-counter instal- 
lation, the warmers can be loaded 
with up to eight #200 pans, and 
when placed in the cooking areas, 
can provide for various arrange- 
ments of pans and trays. General 
Electric Co., Dept. H19, Schenec- 
tady 5, N.Y. 


Injection apparatus (19FL-1)—Il- 
lustrated in this brochure is a com- 
pletely transparent, pencil-like in- 
jection unit, consisting of special 
drawn ampul of parenteral solution 
pressure-sealed under inert gas, 
hypodermic needle, needle cover, 
filter, and a flexible connecting 
tube, completely sterilized and 
ready for immediate use. The in- 
jection units are supplied in boxes 
of 6, 25, 50 and 100. Moore Kirk 
Laboratories, Inc., Dept. H19, 
Worcester 1, Mass. 


lotion, a 2 oz. can of talcum powder, 
a box of tissues, a disposable wash- 
cloth, a disposable soap dish and 
bar of soap, toothbrush and tube 
of tooth paste, a manicure stick, 
emery board and comb. Will Ross, 
Inc. Dept. H19, 4285 N. Pt. Wash- 
ington Rd., Milwaukee 12. 


Food warmers (19F-13) 
Manufacturer's description: Permitting 


meals to be prepared ahead of time 


at a revolution in doctors’ paging, combining both voice and “beep” signal 
in one wireless, instantaneous, completely personal system. It is vastly more effi- 
cient than any similar system yet devised. It immediately obsoletes chimes, buz- 
zers, lights, bells, loudspeakers. It is only 5 ounces light. No radio signals interfere. 
It is less costly to buy and run than any other comparable electronic paging system. 
It will perform superbly for years on inexpensive, re-chargeable batteries. It is 
incredibly sturdy, and transistorized to require virtually no maintenance. Designed and 
produced by one of England’s premier electronics concerns for hospitals, it is widely 


= esterase the world. This is MULTITONE PERSONAL CALL 


* Please send me your 8-page brochure giving all 
«the facts about the Multitone Personal Call 


Multitone Electronics Ltd., * wireless system. : 
10 East 49th Street « Name A . 
New York 17, N. Y. > Hospital Positi . 

City Zone State 


Todey — return this coupon for all the facts. 
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Rubber products and dressings (19FL- 
2)—This is a descriptive, illustrated 
catalogue featuring a complete line 
of hospital rubber products and 
surgical dressings. Illustrated and 
described are adhesive compresses 
and bandages, surgical pads, cotton, 
gauze, etc.; plus surgical gloves, 
O.R. caps and masks, sponges and 


special lubricants. The Seamless 


Rubber Co., Dept. H19, New Haven 
3, Conn. 


Door-type dishwasher (19FL-3)— 
Featuring door-type dishwashers, 
this four-page, illustrated bro- 
chure describes dishwashers that 
can handle 1250 dishes per hour. 
Other features of the dishwasher 
include three-way doors, wash 
tubes, one-level tanks, a pump and 
motor unit and optional accessory 
items. Toledo Kitchen Machines, 
Div. of Toledo Scale Corp., Dept. 
H19, 245 Hollenbeck St., Roches- 
ter, N.Y. 


Rackless dishwashers (19FL-4)— 
Featuring a complete line of high- 
speed, rackless dishwashers, this 
illustrated brochure describes a 
dishwasher that provides flexibility 
of application because of additional 
units that can be added as needs 
increase. Available in capacities 
from 4000 to 15,000 dishes per 
hour, this dishwasher’s component 
parts include an integral pump and 
motor unit, wash tubes, automatic 
water level control and final rinse 
control. Toledo Kitchen Machines, 
Div. of Toledo Scale Corp., Dept. 
H19, 245 Hollenbeck St., Roches- 
ter, N.Y. 


Artificial meat flavoring (19FL-5)— 
Described in this circular is a fluid 
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extract of beef, with specially 
chosen spices added, which simu- 
lates a pure meat flavor. The liquid 
extract gives flavor to meatless 
dishes, stretches stocks and meat 
juices and makes flavorful soups 
and gravies. The fluid extract is 
_packed in 1-gal. glass jars, one to 
a case, which can be stored indefi- 
nitely. Armour & Co., Food Service 
Div., Dept. H19, P.O. Box 9222, 
Chicago 90. 3 


Massage lotion (19FL-6)—This 
booklet describes a body lotion 
that is recommended for muscle 


therapy and convalescent and out-_ 


patient use. The massage cream 
combines the effect of alcohol with 
the lubricating action of a lotion 
and can be used as first aid for 
_ seratches, scrapes and minor skin 
cuts. It is available in 12-oz. plastic 
containers with protective, at- 
tached cap. Plough, Inc., Dept. 
H19, Memphis, Tenn. , 


Perfusion apparatus (19FL-7)—This 
technical data bulletin presents a 
description of an integrated, fully 
instrumented. system for oxygen- 
ating and pumping blood under 
physiological and clinical condi- 
tions and for extra corporeal flows 
during open-heart surgery. The 
bulletin, complete with detailed 
drawings, highlights the compact 
unit’s principal functions and 


method of oxygenation. Selas 


Corp. of America, Dept. H19, 
Dresher, Pa. | 


Laundry equipment (19FL-8 )—Fea- 


turing a complete line of laundry 
equipment for smaller hospitals, 
nursing homes and _ institutions, 
this catalogue pictures and de- 
scribes a variety of equipment that 
is engineered to meet specific laun- 
dering needs, Photos of typical in- 


stallations, advisory and technical 


services and linen needs are also 
offered in the catalogue. American 
Laundry Industries, Dept. HF19, 
Cincinnati, Ohio. (12) 


Glass products (19FL-9)—Colored 
photographs of how glass products 
are utilized in day-to-day living in 
homes, schools, hospitals, churches 
and office buildings are featured in 
this 16-page brochure. Libbey- 
Owens-Ford Glass Co., Dept. HF19, 
811 Madison Ave., Toledo 1. 
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the Therm-Alarm, 
for REAL peace-of-mind! 


Koch devised and NSF approved | 

the only cabinet temperature indicator 

that is absolutely positive even in a power 

failure, that commands attention from 

clear across the biggest kitchen, and that 

can be instantly connected into any 
central, remote alarm system. 


Other M? features that bring peace-of-mind 
to owners include: | 


e seamless, smooth one-piece liners 
wide fin condensers 
hermetic refrigeration circuits 


positive acting, 
locking hardware 


resilient door stops 
micro-adjustable legs 
e NSF approval throughout 


KANSAS CITY 15, KANSAS 
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Mr. Robert R. Shields, Administrator, Williamsburg Community Hospital, | 
Williamsburg, Virginia, says: : 
“Honeywell Thermostats in 

free our nurses 


Mr. Shields stands in the corridor of the 61-bed Williamsburg Community 
Hospital—one of the South’s newest and most modern hospitals. 


HOSPITALS, J.A.H.A. 


"= 


4 
5 
' 
| 


every patient’s room 
for true nursing duties” 


é 


ARCHITECTS AND ENGINEERS: Ballou and Justice, Richmond, Va. 
GENERAL CONTRACTOR: John W. Daniel & Company, Inc., Danville, Va. 
MECHANICAL CONTRACTOR: Wachter and Wolfe Corporation, Richmond, Va. 


2 


_By automatically keeping room temperatures constant 
and comfortable, Honeywell Thermostats relieve busy nurses of 
chambermaid chores, give them more time for patient care 


> 


‘““We are always looking for ways to give better patient care,’’ says oo a 
Mr. Shields. “And Honeywell Thermostats have helped us do just * o © spn 
that. They keep the temperature in each room just right so that mit ne. La 
patients are always comfortable. This frees our nurses from adjusting 
room temperature—lets them concentrate on the tasks for which 


they were trained. The time saved adds up to a full-time nurse!” 


Honeywell also installed a Supervisory DataCenter* in Williams- 
burg Hospital. This electronic control panel enables the building 
superintendent to supervise the entire air conditioning system from 
his office. It saves him constant trips throughout the hospital and 
assures efficient, economical performance at all times. 


You can depend on Honeywell to recommend the best possible 

_ temperature system for your hospital. This is because only Honeywell 

| designs, manufactures and installs all three types of control systems 

—pmeumatic, electric and electronic. And you'll find Honeywell’s 

_ 76 yeats of experience good protection for your investment. For 

ae further information, call your nearest Honeywell office. Or, write 

| | Honeywell, Dept. HO-10-152 Minneapolis 8, Minnesota. In Canada, 
write Honeywell Controls, Limited, Toronto 17, Ontario. 


* Trademark 


A Honeywell Supervisory DataCenter* enables the 
building superintendent to supervise the hospital’s 
entire heating and cooling system froma central panel. 


Honeywell 


Sales and service offices in all principal cities of the 
world. Manufacturing in the United States, United nner | SINCE 18858 
Kingdom, Canada, Netherlands, Germany, France. Japan. 
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FIELD of plant operation 
and maintenance engineering 
appears to have been neglected in 
the educational system in the 
United States, and is in danger of 
becoming a lost skill. While pro- 
viding highly trained engineers 
and scientists at the academic de- 
gree level, we are bypassing an 
important career field which would 
assure a productive end result and 
which is necessary for the final 
coordination of the efforts of the 
architect, design, construction and 
installation engineers, and the 
equipment manufacturer. 

Large industry has become so 
complex that in many instances 
the plant operations department 
has been divided into several sub- 
departments, such as steam plant; 
refrigeration and air conditioning; 
electrical, mechanical, piping, and 
construction. Usually industry de- 
mands that the head of each of 


these departments be a graduate 


engineer. This is not necessarily 
true in the smaller industries nor 
in hospitals. This paper is specifi- 
cally directed to this subject as 
it relates to hospitals. 


The forward march of medicine . 


over the last 25 years has created 


John Procter is superintendent of Prop- 
erties and Services, Harlan (Ky.) Memo- 
rial Hospital, Miners Memorial Hospital 
Association. 
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engineering and maintenance 


by JOHN PROCTER 


Education and training as prereq- 
uisites to a career in hospital engi- 
neering have been neglected, accord- 
ing to the author, who stresses the 
necessity for them if hospitals are to 
have the skilled and knowledgeable 
plant and maintenance engineering 
personnel essential to good patient care 
and economical operation. 


a demand for hospitals which can 
provide high caliber facilities for 
patient care. To provide the finest 
service, highly trained and skilled 
personnel are employed in hospi- 
tal departments which have direct 
contact with the patient. No hos- 
pital would consider employing a 
laboratory technologist, a pharma- 


cist, an x-ray technician, a nurs-— 


ing service supervisor or a medical 
record librarian who had not been 
formally trained in his work. Fur- 
thermore, applicants for this type 
of training are required to have 
reached specific educational levels 
before being admitted to these 
specialized courses of study. The 
department in most hospitals 
where this does not hold true is 
the engineering department. 

It is almost inconceivable that 
communities and organizations 
will spend millions of dollars in 
designing, constructing and equip- 
ping hospitals and then will en- 
trust the responsibility for the 


MUCATION FOR MAINTENANCE ENGINEERS: 


y eglect costly 


proper functioning of entire physi- 
cal plants to unqualified personnel. 

A hospital can be compared to a 
ship. Once a ship is under way, 


stopping or turning back is a rare . 


occurrence. The cost of either action 
is prohibitive. This also applies to 
a hospital; once open, its doors are 
difficult to close. The minimum 
guarantee of a safe and sure jour- 
ney by a ship is its qualified and 
certified personnel. These same re- 
quirements for personnel should 
apply to a hospital, but are seldom 
evident in the engineering de- 
partments, except in university 
and medical center hospitals. 
What should a hospital expect 
from its engineer? To answer this 
question, it is necessary that the 
responsibilities of the engineer 
first be made clear. He may be 
called by one of several titles— 
superintendent of buildings and 
services; manager of buildings and 
grounds; superintendent of the 
physical plant, or chief engineer. 
Depending on the size and poli- 
cies of the hospital, his responsi- 
bilities include most, or all, of the 


- following areas: (1) steam plant 


and internal utilities operation; 
(2) mechanical maintenance; (3) 
building and grounds maintenance; 
(4) construction and planning; 
(5) accident and fire prevention; 


(6) departmental training; (7) re- 
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cruiting and selection of depart- 
mental employees; (8) depart- 
mental budget preparation and 
justification, and (9) department 
administration. Only a high grade 
engineer with wide practical ex- 
perience and a sound educational 
background could be expected to 
have the qualifications needed for 
these responsibilities, 


ENGINEERING REQUISITES 


' Let us look at the individual 
qualifications required for the en- 
gineer to assume these responsibil- 
ities: 

1. He should be a qualified and, 
where required, a certified steam 
engineer. 

2. He should have extensive ex- 
perience in machine shop practice 
as well as in plumbing, pipe fit- 
ting, electricity and _ electronics, 
air handling, refrigeration and air 
conditioning, elevator and other 
ho'sting equipment operation, 
drainage, sewage disposal and, in 
many instances, sewage treatment. 
3. He should be familiar with 
the skills of painting, plastering, 
bricklaying and concrete work, 
have knowledge of planting and 
grounds maintenance as well. At 
many hospitals, traffic is a prob- 
lem, and knowledge of traffic con- 
trol is necessary. 

4. The engineer must be able 
to assist in planning changes in 
and new construction for the hos- 
pital. He must be able to produce 
understandable sketches and write 
necessary specifications. He must 
advise the administrator about 
signing and awarding of contracts 
and the types of material to be 
used in construction or renovation. 
He must be able to take into ac- 
count in his planning the needs 
and desires of the hospital staff 
who will use the new or changed 
areas. 

5. The engineer should be chair- 
man of the safety committee; to 
be effective in this capacity, he 
must have a knowledge of acci- 
dent and fire prevention tech- 
niques. He must be able to work 
with the other members of ‘his 
- committee to formulate construc- 
tive recommendations to prevent 
accidents and fire. 


6. Inservice training of both old — 


and new employees is important 
to efficient operation of the plant. 
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Only by such means can the main- 
tenance force be kept flexible, 


have complete knowledge of equip- 


ment and’ practice improved work 
methods. The engineer must be 
capable of developing a training 
program. 

7. The success of the plant oper- 
ation and maintenance program 
rests on proper recruiting and se- 
lecting of employees. The engineer 
must be able to evaluate appli- 
cants for employment not only as 
to their mechanical ability, but 
also as to their ability to work 
congenially with other members of 
the department. Above all, the en- 
gineer’s. selection of personnel 
must be based on factors which 
will induce the prospective em- 
ployee to remain on the job, there- 
by reducing expensive labor turn- 
over. 

8. No other phase of the engi- 
neering department supervisor’s 
work is more important than prep- 
aration of the annual budget. The 
entire scope of the department 
program for the ensuing year or 
period depends on his ability to 
project his requirements. How- 
ever, all work on this endeavor 
may still result in drastic cutbacks 
unless these projections are ac- 
companied by sound justification 
for the needs. 

9. In addition to the adminis- 
trative functions outlined in the 
foregoing items, there is still the 
routine administrative work of the 
department to be accomplished, 
such as payroll; ordering, stocking 
and distributing supplies; work 
schedules; union affairs; priorities 


-of work, and overtime. The engi- 


neer should meet regularly with 
the administrator to keep him in- 
formed of department activities, 
together with the status and pro- 
jected estimates of work progress. 


CONTINUING CONTACT 


Only two persons in the hospital 
have continuing and direct contact 
with all other departments—the 
administrator and the supervisory 
engineer. It follows, then, that re- 
gardless of his title, the engineer 
must always be, in effect, the “first 
assistant” to the administrator, 
and only through his ability to 
carry out his responsibilities can 
he succeed in filling this important 
position. 


Recognizing the qualification 


deficiencies of engineers in a large 
percentage of the hospitals, insti- 
tutes for hospital engineers were 
organized by the American Hos- 
pital Association and the hospital 
engineers’ associations in most 
states. These institutes serve a 
very definite purpose, but their 
over-all value is limited because of 
the wide variations in knowledge 
levels of the engineers attending 
them. This is evident from the 
types of questions asked by the 
students of the institute panelists. 

To make these institutes more 
fully effective, they should be on 
a continuing basis with each in- 
stitute limited to one major sub- 
ject, such as boilers, air handling, 
accident prevention or budget 
preparation. In this way, hospital 
engineers would gain the over-all 
knowledge required to properly 
assume the full responsibilities of 
their positions. 


ENGINEERING CERTIFICATION 


This would appear to be an ex- 
pensive procedure at first glance, 
but the over-all cost would be re- 
duced substantially by (1) making 
these institutes a function of the 
state hospital associations, which 
would reduce travel costs; (2) 
holding them at various centrally 
located hospitals in a state, which 
would eliminate the problem of 
space rental, and (3) comprising 
the faculties of these institutes 
from engineers, business managers 
and administrators in each state 
association, which would entail no 
other cost than the cooperation of 
their hospitals. 

After an examination at the 
conclusion of each institute, the 
students could be certified in the 
subject, and after having com- 
pleted a prescribed course at the 
institute, the participant could be 
presented with a certificate indi- 
cating his capability to assume all | 
the responsibilities of a hospital 
engineer. Immediate certification, 
without institute training, by the 
state hospital association could be 
given in any subject to any engi- 
neer who by examination could 
demonstrate his proficiency in the 
subject. This method of training 
could also be used for the develop- 
ment of nonsupervisory engineer- 
ing department personnel who 
have the potential ability and edu- 
cational background to profit by 
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Typical idtnge area. 
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dually controlled by 
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Building includes a 


, model kitchen, workshop, 


equipment. Temperatures in administrative areas 


Behind the scenes, Johnson graphic panels simplify 
the supervision and control of air conditioning 
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North Building, Pennsylvania Hospital, Philadelphia. Martin, 
Stewart & Noble, architects; Robert Allan Class, associate 
architect; A. E. D’'Ambly, mechanical engineer; Stoffiet & Tillotson 
Corp., general contractor; Williard, Inc., mechanical contractor; 
all of Philadelphia. 
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controlled 
environment 
aids in mental care 


Planned and equipped to utilize the latest con- 
cepts in psychiatric care, the new North Building 
of Pennsylvania Hospital, Philadelphia, is one 
of the outstanding institutions in its field. 
Actually, North “‘Building’”’ consists of two 


_ buildings — the 5-story Patients’ Building and 


the Occupational Therapy Building. 


From floor plans to color schemes, furnishings, 
and equipment, each of these buildings provides 
a carefully controlled physical environment for 
the patients and staff. Both are fully air condi- 


tioned and equipped with specially planned 


Johnson Pneumatic Control Systems. Engi- 
neered for economy as well as for comfort, 
Johnson Control maintains ideal air conditions 


_ for every purpose with a minimum of time and 


attention. 


Leading hospitals everywhere depend on the effi- 
cient; trouble-free performance of Johnson Con- 
trol. When you build or air condition, talk to 
your architect, consulting engineer, or Johnson 
representative about the superior operating fea- 
tures and low lifetime costs of a Johnson System. 
Johnson Service Company, Milwaukee 1, Wis. 
110 Direct Branch Offices. 
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WHICH CULTURE 
COULD BE TAKEN 
FROM YOUR COILS? 


Three cultures above were taken from the condensed water 
on the refrigeration coils of a hospital air conditioning sys- 
tem. The fourth (lower right) was taken from the Kathene® 
solution in a Kathabar® unit protecting a vital area in the 
same hospital. 

If you culture the exposed water in the air conditioning 
system for surgery, nurseries, and other critical areas in your 
hospital, you may find compelling reasons for looking into 
the protection offered by Kathabar air conditioning. 


SURFACE COMBUSTION 

Surface Division of Midland-Ross Corporation eR 
2388 Dorr St., Toledo 1, Ohio 
Send “Air Hygiene for Hospitals” 


name and title 


hospital 


city zone state 


the training. This would develop 
a pool of qualified engineers to be 
drawn upon, as needed, by any 
hospital in the state. The hospital 
administrator could then be as- 
sured of selecting a person quali- 
fied for his hospital. 

Much has been said about li- 
censing hospital engineers; no 
doubt this would help, but it must 
be remembered that licensing 
would be confined to boilers, or 
boilers and machinery at most. 
Knowledge of these items alone 
would leave much ‘to be desired 
in the qualifications of the hospi- 
tal engineer. Certification by the 
state hospital association could 
give reasonable assurance that the 
candidate employed as _ hospital 
engineer would have the required 
proficiency in all phases of the 
work. | 


DEGREE NEEDED? 


It is hoped that reading this ar- 
ticle will not give anyone the im- 
pression that a hospital engineer, 
with all his responsibilities, needs 
a degree to properly perform the 
work. A person with a degree in 
mechanical or electrical engineer- 
ing would be less expensive to 
train on the job than one without 
a degree, but either the training or 
experience in the plant opera- 
tion and maintenance department 
would still be needed. Any me- 
chanically oriented person with a 
sound educational background, 
such as high school or junior col- 
lege, together with some experi- 
ence in any mechanical field, can 
become proficient in this work. 

If the above formula for train- 
ing and certifying appears to be 
cumbersome, let it be remembered 
that there are very few sources in 
existence today from which hos- 
pitals can select qualified engi- 
neers short of the university pro- 
grams. Marine engineering and 
insurance fields can provide people 
basically qualified. No schools 
teach the combined subjects need- 
ed by the hospital engineer to 
fulfill his responsibilities; in ad- 
dition, very few, if any, hospitals 
have an engineering training and 
development program. Only by the 
combined efforts of state and na- 
tional hospital associations can 
steps be taken to rectify this situ- 
ation. 
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Planning lab facilities 


MANUAL FOR LABORATORY PLANNING 
AND Desicn. Arthur E. Rappoport. 
Chicago, College of American Pa- 
thologists, 1960. 98 pp. $4. 


Construction and equipment of 
the hospital clinical laboratory has 
been handicapped by the absence 
of comprehensive guides for 
planning and design. Hundreds of 
new or remodeled laboratories are 
on architects’ drafting boards or 
under construction. With expand- 
ing medical knowledge, these labo- 
ratories will become an increas- 
ingly important determinant of the 
quality of patient care. The hospi- 
tal field is thus conditioned to wel- 
come publication of this manual. 
Expectations are raised because its 
publication bears the imprint of 


the College of American Patholo- 
gists. Author Rappoport is chair- 


man of the College’s Committee on 
Planning and Design and director 
of a large hospital laboratory. With 
such credentials, one would hope 


that the laboratory void in hospital — 


literature is at last filled. 
Unfortunately, the manual’s use- 


fulness as a planning guide is re-. 


stricted by limitations in its ap- 
proach, content and, perhaps, its 
facts. 3 
“This manual is intended for the 
pathologist” is the opening state- 
ment on page one. In the following 
10 chapters, this dedication virtu- 
ally excludes all others from re- 
sponsibility for planning and de- 
signing, drawing up specifications 
and letting bids, constructing the 
laboratory and purchasing its 
equipment. The architect, for ex- 
ample, “is not prepared to design 
the laboratory because of his lack 
of knowledge of medicine in gen- 
eral or of his (the pathologist’s) 
specialty.” Many pathologists have 
found “liaison with their architects 
was unsatisfactory.” There is only 
occasional reference to the role 
of the hospital’s “superintendent”. 
Hospital consultants and building 
committees of the boards are ig- 
nored altogether. The pathologist 
must himself carry the responsi- 
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bility for his new laboratory. In 


| _ pursuing his solo role, the patholo- 


gist is admonished to avoid “strife” 
with the rest of the hospital team 
and “to live in peace with them.” 

In contrast, most hospital au- 
thorities have learned that good 


also: 

European mental hospitals 
Planning rehabilitation facilities 
Proprietary nursing homes 


planning of the clinical laboratory 
is a function of close coordination 
among trustees, administrator, con- 
sultant, architect and the patholo- 
gist’s own peers, the attending 
staff. Basic questions must be ex- 
plored. How will the developing 


MODEL 200 ORTHO-TRAC 
LATERAL UNIT. 


A simple efficient arm lateral unit 
that fits on the spring of any bed al- 
lowing the patient to be raised or 
lowered. while in constant traction. 
Interchangeable parts with Model 
100 ORTHO-TRAC Overhead Frame 
Unit. 


WRITE FOR DETAILS: | 


Aanther product 


Fracture Frames for every 


q 


Eo complete line of hospital orthopedic and fracture equipment. 


MODEL 100 ORTHO-TRAC 
OVERHEAD FRAME UNIT. 


A new fracture frame that embodies 
the important principles necessary for 
good traction. Fits most every bed- 
wooden, metal, or Hi-low; any angle 
of traction from 0 to 360;° no los- 
ing parts; rust proof; tube ends 
closed; curved T bar; full swivel spool 
type pulleys. 


MODEL 300 ORTHO-TRAC 
CRIB FRACTURE UNIT. 


A complete crib fracture set that 
allows any type of traction: mattress 
level for cervical or Buck’s and lateral 
traction as well as Bryants. Fits any — 
crib, wooden or metal. Interchange- 
able parts with the Model 100 
ORTHO-TRAC Overhead Frame Unit 
and Model 200 ORTHO-TRAC Arm 
Lateral Unit. 


EXCLUSIVE 
WORLD-WIDE DISTRIBUTORS OF 


cers TES Inc 


ZAC R 


HOSPITAL ORTHOPEDIC AND FRACTURE EQUIPMENT 


ROADWAY « EAST PATERSON, NEW JERSEY « SW 7-8800 


107 


a 
purpose Dy... , 
\ 
\ 
sy 
i 
* 
dn ‘ 
a 
A 
4 
A 
4 
| 
ae 
: Tl 
i} 
j 
: 


population affect the future patient 
load and its distribution by age 
and pathologic condition? Is there 
a possibility of adding a geriatric 
service, a psychiatric, convales- 
cent or home care unit? Are any 
new teaching or research programs 
contemplated? The manual ignores 
these questions. Instead, it too 
simply relates the laboratory’s fu- 
ture needs in space, equipment and 
staffing to the estimated rate of 
growth in third party payments by 
Blue Cross, Blue Shield and com- 
mercial insurance coverage. 


The most critical decisions in 
laboratory planning are those de- 
termining its size and location. 
These are the plans inflexibly and 
permanently cast in the concrete 
of the hospital structure. The 
manual contains helpful sugges- 
tions on location and also tables 
listing the gross square foot areas 
to be provided per hospital bed, per 
inpatient admission, per hospital 
employee, etc. 

The figures in these tables are 
open to question, however. In a 
more limited survey made in 1960, 


PERFORM ,, 


POST 
OPERATIVE 
STRETCHER 


with DUAL CRANK CONTROL 


and long for maximum 


8-nosition lit 
raises unit either hori- 


zontally, to Trendelen- patient comfort. 
burg or reverse 
position. 


The back rest crank 
permits rapid Fowler 
positioning. 


casters with conductive 


Sturdy side rails and [ © 
easily removable end FF 
rail. Provision made fF 
for arm rests and | 
straining straps. 


Double ball bearing swivel 


Overall width—-29%" 


re- 


Model 1167 
Pediatric Stretcher 


Model 1198 
Scale Stretcher 


Jarvis and Jarvis DIVISION | 


UNITED SERVICE EQUIPMENT CoO., INC. 
sales offices: Palmer, Massachusetts 


in Canada: Jarvis and Jarvis of Canada, 1744 William St., Montreal, Que. 


this reviewer found that area of 
clinical laboratory space per bed 
depends not on the size of the hos- 
pital, but rather on the scope of the 
hospital’s operation as determined 
by the presence or absence of ac- 
credited intern-resident teaching 
programs. Also, gross areas per bed 
range considerably higher than re-_ 
ported by Rappoport. 

This manual takes as its prem- 
ise that the laboratory is the 
empire of the pathologist. The au- 
thor says, “The laboratory serves 
as a ‘prestige’ symbol of his status.”’ 
Thus, in the judgment of this re- 
viewer, hospital planners will do 
well to use the new manual selec- 
tively and cautiously with an 
awareness of the bias implicit in 
its approach.—Davip W. STICKNEY, 
assistant director, Illinois Hospital 
Association, Chicago. 


European mental hospitals 


IMPRESSIONS OF EUROPEAN PSYCHIATRY. 
Walter E. Barton, Malcolm J. Far- 
rell, Frances T. Lenehan and Wil- 
liam F. McLaughlin. Washington, 
D.C., American Psychiatric Asso- 
ciation, 1961. 129 pp. $4. 

The comparative study of mem- 
tal hospitals is a matter of great 
public concern at the present, espe- 
cially when the changes introduced 
by the open door concept have be- 
come so widely accepted. How- 
ever, there is much more to it than 
that, and we should be grateful to 
a team of experienced observers— 
three psychiatrists and one psychi- 
atric nurse—who have reported in 
detail on a series of visits they 
made to treatment centers for the 
mentally ill in Northern Europe 
and Italy. 

The team dealt with a wide 
range of aspects of mental care, 
taking special account of the rela- 
tionship between staff and patient, 
and of public attitudes toward 
mental illness. Close attention was 
given to training facilities and > 
practices, and wise and sympa- 
thetic comparisons were made be- 
tween American and European 
policies. 

The critical appraisals are of a 
high order, especially when one 
considers that the visits were nec- 
essarily short and that different 
countries, each with its own cul- — 
ture and traditions, had to be con- 
sidered and fitted into a pattern. 
The team was greatly impressed 

(Continued on page 114) 
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From our point of view. « e 
the Burgess-Manning Radiant Ceiling 


gives more design freedom 


. Donald J. Prout, Architect 


Mr. Prout’s letter confirms the fact that no other 
radiant acoustical ceiling has the structural flexi- 
bility possible with the Burgess-Manning Radi- 
ant Heating, Cooling and Acoustic Ceiling. It is 
this unusual design flexibility—unhampered by 
compromises in radiant, mechanical or structural 
design—which permits suitable ceiling layout to 
any module. 

Of extreme interest, also, is the performance 
of the Burgess-Manning Radiant Acoustical Ceil- 
ing in buildings where there is a considerable 
amount of glass area—as at the Kent County 
Memorial Hospital, particularly in the solariums 
and lobby. Even with the front of the hospital 
having a southern exposure presenting difficult 
air conditioning as well as zoning problems, the 
Burgess-Manning Radiant Acoustical Ceiling, 
Mr. Prout points out, ‘performed over and above 
our expectations.” 

While the original design included floor-by- 


floor cooling . . . today, just the first and third 
floors (operating suite) are completely cooled ~ 
by Burgess-Manning Radiant Cooling. Only 


chilled water equipment will be required for 
cooling the other floors at a later date. 

_ Hospitals and institutions across the country 
report complete and lasting satisfaction with the 
Burgess-Manning Radiant Acoustical Ceiling. 
You, too, can secure the many distinct and prof- 
itable design advances . . . with your budget no 
bigger ... offered by the Burgess-Manning Radi- 
ant Acoustical Ceiling for hospitals. Send for 
the complete story—Bulletin 138-31. 


Burgess-Manning Ceiling Area—40,600 sq. ft. 
Architect — Donald J. Prout & Associates 


(formerly Howe & Prout) 
Engineer — A. Ehrenzeller, Inc. 
Ceiling Contractor — Pitcher & Company 


749 East Park Avenue ° Libertyville, ll. 
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COMPLETE-COMMAND PERFORMANCE 


for the radiologist who demands the ultimate 
from his equipment as well as from himself 


In radiology, as in every professional field, the man who makes 
heavy demands on himself is the man most likely to make a note- 
worthy contribution to his field. 

It is for this man, this radiologist, that the Imperial II was de- 
signed. With this superb diagnostic unit, General Electric offers the 
most demanding radiologist complete command. Every facility, every 
procedure, centers — concentrically, geometrically — around the 
radiologist. Balance, counterbalance, power, control . . . the Imperial 
responds faithfully, swiftly, effortlessly, to the fingertip touch. 

There are facts to support these claims. Some of them will be 
covered on the following pages; other details are easy to obtain. 
But you will want to experience, first-hand, the feel of an Imperial II 
in action. Your General Electric x-ray representative can make 
arrangements for you to see and try a unit in your area. Or you can 
secure complete descriptive literature from X-Ray Department, 
General Electric Company, Milwaukee 1, Wisconsin. Dept. L-101. 


Progress /s Qur Most Important Product 
GENERAL @@ ELECTRIC 
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. THE RADIOLOGIST IS IN COMPLETE COMMAND ; 
. . . even during difficult procedures. An Imperial !| diagnostic 
x-ray installation is oriented to the radiologist. This stop-motion . 
Pi color photo provides a graphic example: with ring-mounted pivoting, 
| screen-to-eye relationship remains practically constant and centered 
| | .. . $pot-film device neither advances nor recedes as table is tilted. 
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a LONGITUDINAL TABLE MOVEMENT 

ce } . . . puts extra facility at your fingertips. Table-top 
| movement — up to 30” at either end — gives you the 
extension you need in. angiographic and other proce- 
dures . . . even such conveniences as placing the 
patient and the spot film device at precisely the right 
level for you in vertical fluoroscopy. 


| 


ELECTIRI-C 


a 
ma SLIDE-BACK PARKING 
of the spot-film unit means, of course, total 
on unobstructed access to the table for both patient and 
| technician. Yet it’s immediately at hand when wanted, 
=. with every control feature ingeniously arranged for the 
.: ‘ TOE-TOUCH CONTROL radiologist’s convenience; table tilt, locks, shutters, 


| . . . permits you to move patient and table laterally — sequencing, phototiming density, fluorotimer. 
i without hands, without effort — without disturbing the 
position of the screen. Superbly balanced lateral shift 
is the reason for this handling ease . . . another almost- 
automatic way Imperial responds to your every touch. 
LITHO IN U.S.A. 
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SPACE-SAVING FEATURES 

. are reflected in outstanding flexibility 
for radiographic procedures in close quar- 
ters — a 12-ft. room, for instance. Tilting 
table — cradled in its unique double-ring 
mounting — actually retreats in the up- 
right position. You can do radiography at 
preferred target-film distances (for exam- 
ple, 6-ft. chest procedures) when the table 
is vertical in either direction. Cart work, 
too, is easier with the table out of the way. 


The Imperial II diagnostic unit piaces no limit on the 
radiologist . . . or technician. Every control response is 
quick as a.reflex. General Electric has put total emphasis 
on design that caters to the operator’s sensitive touch. 

The tube unit, for example, responds instantly to the 
hand’s command — when angulated, raised, lowered, or 
walked to any point in the room. Fully counterbalanced, 
it moves into and retains any position naturally. 

Fluoroscopy functions with the same kind of response. 
Shutters obey smoothly — trigger-quick, free of lash. For 
spot-filming, cassettes zip into exposure position — but 
quietly, gently — free of troublesome after-vibration, ready 
for instant exposure, ready for your command. 

Truly, the Imperial II is built to the measure of the 
radiologist and his ultimate effectiveness. There’s freedom 
from minor adjustments and irritating distractions. There's 
a quickness that reduces the pressure of heavy schedules. 
And there’s a sense of purpose that lets nothing stand in 
the way of the radiologist’s diagnostic skill. 

’ For more detailed information, contact your General 
Electric x-ray representative, or write directly to X-Ray 
Department, General Electric Company, Milwaukee 1, 
Wisconsin. Ask for Dept. L-101. 


DISAPPEARING CABLES 
.. . typify the efficiency of Imperial design. 
High-voltage cables are concealed within 


the overhead structure. Nothing is visible 
except the short drop to the tube unit. Progress /s Our Most Important Prodvet 


Fully bilateral excursion for maximum cov- 
erage. Fully counterbalanced for gliding. G N A L LE CT R C 
travel, swift manipulation. The result is 3 

radiography with unmatched ease of han- 


' dling and uncompromising coverage. 
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by the respect for the patient as 
an individual in the European hos- 
pitals, and the urge toward free- 
dom as a positive aim. It was noted 
particularly that minimal security 
measures were in use, and that 
there was a general expectation 
that patients would manage them- 
selves, assume responsibility and 
look forward to early discharge. 

Further points in the same di- 
rection were that the wards were 
as a rule small and attractively 
furnished—with light, upholstered 
chairs, rugs, framed pictures, dra- 
peries and flowers, Patients were 


well groomed and dressed as for 
everyday life in the community 
outside. They had pocket money 
of their own, and their privacy 


and personal interests were re- 
spected. Another factor which con- 


tributed to self-respect was that 
there was continuity of care under 
the same physician, often available 
throughout the entire illness. 
The public attitude toward men- 
tal illness varies with different 
countries. There are remarkable 
examples of practical understand- 
ing and cooperation in Gheel and 
in Amsterdam, and great efforts 


Child's Bedpan, 2 in. 
high at back. Mode to 
the same specifications. 


with the Vollrath 


Shallow-Back Bedpan 


it fits the patient more comfortably 


Sanitary Seamless Stainless Steel 


Because the back is low and shallow, a Vollrath bed- 
pan is much easier for the patient (and for the nurse, 
too). It slips into place more easily, “hump” is re- 


TO THIS 


comfort 
contoured 


| only 2%” 
at the back 


duced, and the patient rests comfortably against the 


Fracture Bedpan— 
smaller, flatter, only 1 in. 
high at back. Easier to 
use with immobilized, 
arthritic, or overweight 
patients. 


contoured supporting edge. Vollrath bedpans are heavy 
gauge 18-8 stainless steel, assuring lasting service. They 
are entirely seamless, free of crevices, satin-smooth in- 
side and easy to sterilize by any accepted method— 
fit all bedpan washers. Available in both heavy and 
medium gauges from leading hospital supply houses. 
Porcelain enameled bedpans in the same styles, also available 
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are being made to create the right 
community climate that encourages 
the open door. Good progress is 
being made in the United States, 
but the change in basic philosophy 
cannot be made overnight. In Great 
Britain, the team felt that there 
was an inborn sense of social re- 
sponsibility which at its worst 
became an overemphasized hier- 
archial system, but at its best 
tended to create a strong loyalty 
to the community and a desire to 
take part in its work.and welfare. 

The recent Mental Health Act in © 
England has done much to bring 
the mental hospitals close to the 
ordinary general hospitals, and the 
aim is to raise their standards to 
that level. More than 78 per cent 
of the admissions are voluntary, 
and similar figures apply to The 
Netherlands and several other 
countries. This freedom of admis- 
sion and discharge has greatly re- 
lieved the problem of overcrowd- 
ing, because patients are kept in 
the hospital only as long as their 
symptoms cause distress to them- 
selves or to others. 

Case records of patients are re- 
garded as inadequate by American 
standards, and there is evidence 
that nurses take less part in plan- 
ning therapeutic care than in the 
United States: “The nurse’s role 
generally is clearly a maternal one, 
with considerable emphasis being 
placed upon socially acceptable pa- 
tient behaviour. The relationship 
between nurse and patient is gen- 


erally warm and supportive.... 


We saw no evidence of groups of 
patients being ‘herded’ around. 
Control was evident, but mild and 
non-punitive.” 

Among the other matters special- 
ly noted in summary are the pay 
for the work performed by the 
patients; the stable medical staffs; 
the good facilities for keeping pa- 
tients occupied while on the wards, 


such as libraries, games, hobby 


shops and craft materials, and 
finally, the fact that the pay of a 
mental hospital nurse is higher 
than that of the general hospital 
nurse. In general, the chapter on 
nursing deserves the closest atten- 
tion throughout the advancing 
countries of the world, for it has 
many lessons to teach and many 
extremely interesting comparisons 
to offer. 

It is not possible in a short re- 
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view to deal with the specialized 
facilities, e.g., for children and for 
the mentally retarded, but these 
subjects are well covered. Useful 
studies have also been made of 
treatment methods and of the 
general differences in therapeutic 
philosophy. Rehabilitation and re- 
search are briefly considered and 
might be usefully expanded; un- 
solved problems and future trends 
are realistically faced. It is inter- 
esting to observe how far the 
“mechanical” services, such as 
kitchen, laundry, plumbing and 


food service equipment fall below 
American standards. Nevertheless, 
it should be emphasized that, save 
for one lamentable lapse, the team 
has demonstrated a fine degree 
of fairness and balance of judg- 
ment in comparing one country 
with another, and in the difficult 
task of evaluation—JAMES M. 
MACKINTOSH, M.D., Milbank Me- 
morial Fund, New York. 


Planning rehabilitation 
facilities 
Available without charge from 
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Sheath 


(PATENT PENDING) 

CREATES A RESERVOIR OF TUBING FLUID. — 

GIVES SURGEONS AN OPTIMALLY- | 


The marked porosity of the Deknatal Humi-Sheath creates a reservoir of 
tubing fluid surrounding the gut. Evaporation is retarded. Normal con- 
ditioning and strength of Deknatal Surgical Gut are thus maintained for 


prolonged periods. 


@ Deknatel Humi-Sheath 
also serves as ligature 
reel for Deknatel Gut if 


required. 


®@ Eliminates storing and 
sterilizing extraneous 


ligature holders. 


For samples of Deknatel Surgical Gut and Needled Gut with the Deknatel Humi-Sheath, write— 
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SURGICAL SUTURES FOR EVERY OPERATIVE PROCEDURE 


116 


the Division of Hospital and Medi- 
cal Facilities, Public Health Serv- 
ice, Washington 25, D.C., is a 44- 
page booklet entitled Planning 
Multiple Disability Rehabilitation 
Facilities. The publication is com- 
piled and adapted from the texts 
of five articles which appeared in 
HOSPITALS, J.A.H.A., from 1956 
through 1959 on the subject of 
planning and requirements for re- 
habilitation facilities; it is offered 
as a guide which may be adapted 
to local needs and specific require- 
ments. 


Proprietary nursing homes 


PROPRIETARY NURSING HOMES; A RE- 
PORT ON INTERVIEWS WITH 35 NURS- 
ING HOME OPERATORS IN DETROIT, 
MicH. Thomas E. Mahaffey. New 
York, Health Information Founda- 
tion. 44 pp. Free. (Research series 
No. 18.) 

This study provides frank an- 
swers to many problems facing 
proprietary nursing homes today. 
Although the report cannot be ac- 
cepted as a national pattern, use 
of the formula of inquiry and 
documentation can be of value to 
agencies and organizations that 
plan similar studies. 

The report provides information, 
tabulated in 27 tables, on the 
following questions: professional 
background; sex and race of oper- 
ators, educational background of 
practical nurses and laymen; job 
classification and number of full- 
time employees; problems in em- 
ploying qualified staff; patient 
study; length of stay; reasons for 


- being in home; problems of care 


and classification of disabilities; 
operators’ attitudes toward special 
training; attitudes of health field 
toward proprietary nursing homes, 
nature and reasons; operators’ 
views of future number of homes, 
increase or decrease, and operators’ 
opinions on problems facing pro- 
prietary nursing homes today. 

The facilities studied provided 
1131 beds, with 558 full-time staff 
employees. The summation pro- 
vides good evaluation of replies by 
the nursing home owners and ad- 
ministrators. Nursing homes in the 
study ranged in size from 10 to 89 - 
beds.—FRANK BATEMAN, Staff Rep- 
resentative, Council on Profession- 
al Practice, American Hospital As- 
sociation. 
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NEW McKESSON & ROBBINS 


PHARMAGY NIGHT SERVICE CABINET 


IS LIKE HAVING 
A PHARMACIST ON DUTY 
24 HOURS A DAY! 


The Hospital Pharmacy Night Service 
Cabinet, built into the pharmacy wall, 
with doors opening into the pharmacy 
and out onto the hospital corridor, 

takes the place of a nighttime 
pharmacist. A standard supply of © 
medicinals locked in the cabinet by the 
pharmacist during the day are 

available to the responsible person who 
keeps the keys for the locked corridor 
doors when the pharmacy is closed. 

She simply unlocks the cabinet, leaves 
her script or order, takes what she _ 
needs and relocks the cabinet. In the 
morning the pharmacist picks up the 
orders and restocks the unit. There is no_ 
longer any need to have the whole 
pharmacy with its complete stocks of 
narcotics and expensive pharmaceuticals . 
opened when the pharmacist is not on duty. te 


The McKesson.& Robbins Hospital Pharmacy © 
NIGHT SERVICE CABINET is 35” wide, = 
60” high and 13” deep. Adjustable shelves eee 
give complete flexibility for storing all 
normal night:pharmaceutical needs. 


An optional exclusive feature of the Pharmacy Night 
Service Cabinet is an automatic switch which turns on 
a built-in “full-view” light when the doors are opened. 


COMPACT 
Storage 
CABINET 


... uses NO more room 

to triple storage 

space. Movable and 

interchangeable 

trays lets you use 

allavailable interior space 

including the inside sur- McKesson COMPACT 
face of the wide swinging CABINET 35” wide, 16” 
doors...stores three times deep and 30%” high comes 
more than ordinary cabi- with 20 adjustable steel 
nets of the same size... trays with clear plastic 
keeps hospital supplies leading edges. 


MAGAZINE 
Space Saver 
DISPENSER 


... Stores four times more in 
the same space. Gravity feed, 
inclined trays put fast-mov- 
ing, prepackaged pharma- 
ceuticals at your fingertips. 


McKesson MAGAZINE 
DISPENSER 35” wide, 16” | 
deep and 47%” high comes f 


with 30 fiberglass-reinforced *_ 4 


plastic trays. . 
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Flex-Straw Co. Internatio 1a 504 10th Street, Santa Monica, California 
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God seavice and dictobics 


NUTRITION: 


GOOD 


patients learn it best in small doses 


by M. BERTHA BRANDT 


f on AIM of this article is to ex- 
plore how ideas for good nu- 
trition may be presented to the 
patient for his individual use and 
adaptation. Giving these ideas in 
small doses throughout the period 
of hospitalization can be very 
much more effective than giving 
one concentrated dose of informa- 
tion when the patient is about to 
leave the hospital. 

What the patient observes in the 


food service while he is hospital- — 


ized may influence him as much as 
what he is told. The patient may 
not be interested in nutrition, but 
he usually is interested in pal- 
atable foods attractively served. 


Arousing the patient’s interest in 


the present and future benefits of 
good nutrition may be more effec- 
tive than trying to “teach” him 
cold facts. The problem, then, is 
to help the patient to understand 
good nutrition as this relates to im- 
proved health and well-being for 
himself and to give him ideas for 


food selection to meet his individu- 


al needs. The attack on this prob- 
lem requires the cooperative efforts 
of the professional staff—physi- 
cian, nurse and dietitian—and of 
the trained helpers. 

There is an ever increasing 
awareness of the importance of nu- 


M. Bertha Brandt is nutritionist, research 
ent of Obstetrics and 
Gynecology, the University of Chicago; 
research nutritionist, Chicago Lying-In 
Hospital, University of Chicago Clinics. 
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The process of guiding the patient 
to a sound attitude about his diet 
should take place throughout his hos- 
pital stay and not be confined to hur- 
ried instructions just before he is to 
be discharged, the author states. The 
way his food is served, the menu 
choices he is given, the attitude of the 
hospital staff about diet—all influence 
the impression he gains about food 
during his hospitalization, the author 
concludes. 


trition as part of the total medical 
and/or surgical program for the 
patient.! The physician may not be 
interested in nutrition per se, but 
he is interested in having each of 
his patients well nourished. He can 
do much to encourage the patient 
to accept the therapeutic diet 
which he may prescribe and/or the 
general principles of good nutri- 
tion. While nutrition is not the 
major interest of the nurse, she 
can have great influence in helping 
the patient to understand and_ac- 
cept the prescribed or suggested 
regimen. Dietitians and nutrition- 
ists with their special interest and 
training in foods and nutrition 
must assume the direct responsi- 
bility for initiating interest in nu- 
trition. 

In the hospital situation, the ap- 
proach is begun with the foods of- 
fered to the patient. If the patient 
can be interviewed even briefly 
about his food preferences before 
the first tray of food is sent to 
him, a friendly rapport can be es- 
tablished. The importance of this 
rapport and of food preferences too 


often is neglected in the “rush” of _ 


just getting the patient fed. The 
current shortage of both profes- 
sional and trained personnel may 
be an underlying cause, but with 
advance thinking and planning, 
more might be accomplished. If 
the dietitian in charge seeks al- 
ways to establish rapport, this rap- 
port will be reflected in the atti- 
tudes of the trained personnel and 
others. A special study of food 
preferences might prove as bene- 
ficial for a given hospital popula- 
tion as it has for the U.S. Army 
Quartermaster Corps.? 

Menu planning affords an oppor- 
tunity for giving much indirect 
nutrition information to the patient 
if careful thought is given to pro- 
viding the recommended nutrient 
intake without excess calories. The 
selective menu should provide the 
base for building a complete daily 
food intake to include all the es- 
sential nutrients in recommended 
amounts by offering comparable 
choices. At breakfast one fruit 
might be selected from a choice of 
several fruits which are all good 
sources of ascorbic acid. Each of a 
possible choice of entrees at the 
main meal should provide a sub- 
stantial amount of good quality pro- 
tein, e.g., a choice of roast beef or 
baked pork chop rather than a 


. choice of roast beef or a casserole 


dish which contains mainly carbo- 
hydrate and fat with little protein. 
Spaghetti might be offered as an 
alternate to potato or other high 
carbohydrate food. Meat balls 
might be given as an alternate meat 
choice. Spaghetti with meat sauce 
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containing very little meat would 
not be a good alternate choice to 
roast beef for the main dish. If the 
menu is well planned, the patient 
will be helped to a better food 
selection. One hospital provides a 
little booklet for the patient’s 
guidance in selecting food from the 
menu to include the essential nu- 
trients.* As time permits, assisting 
the patient with the selective menu 
affords an excellent opportunity 
for developing each day one or two 
ideas about good nutrition. 

Foods and recipes to which the 
patient population is accustomed 


should be offered as the mainstay 


of the menu, but new foods and 
new recipes also should be consid- 
ered. A new look at old recipes 
may suggest some adaptation in 
line with current thinking on ex- 
cess calories, especially from fat 
and refined carbohydrate. The 
newer thinking concerning satu- 
rated vs. unsaturated fatty acids 
in the diet suggests careful scruti- 
ny of old recipes. There are sev- 
eral current articles on vegetable 
oil and low fat diets.*>.6 However, 
it is also pointed out that major 
gaps still exist in our present 
knowledge about the effect of diet 
on serum lipids.? One recent study 
suggests that excess salt may be 
involved in lipid metabolism, al- 
though it is pointed out carefully 
that the reported observations do 
not yet warrant clinical conclu- 
sions. While further study along 
many lines is in progress, advance 
thinking about possible adaptation 
of current recipes may prove use- 
ful. Regardless of what the final 
answers from lipid research may 
be, guiding the patient to avoid 
excesses of fat, refined carbohy- 
drate and total calories is the pres- 
ent task of the person presenting 
ideas for good nutrition. 

Foods contributing sizable 
amounts of protein to the recom- 


*mended daily protein intake, with 


such protein foods distributed 
throughout the day, require spe- 
Cial emphasis. A recent review on 
the importance of dietary proteins 
in health and disease stresses the 
dynamic concepts involved in pro- 
tein metabolism and the body’s 
need for a continuous dietary sup- 
ply of good quality protein. 


THERAPEUTIC DIETS INDIVIDUALIZED 


In teaching the patient about 
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therapeutic diets, he should be 
given reasons and ideas for ac- 
cepting and following through for 
good nutrition. The patient always 
is happier if his physician has 
given him some explanation of the 
need for a therapeutic diet. Those 
few words and figures written in 
the order book may be for a dia- 
betic regimen which needs much 
interpretation to the patient. The 
explanation then must be ampli- 
fied by the dietitian or nutritionist 


to give specific ideas on carrying 


out the diet with possible modifi- 
cations planned to meet individual 
problems at home. The dietitian 


must be prepared to give the rea- — 


sons behind the modifications in 
each case. 

The terminology used in expla- 
nation must be adapted to the 
understanding of the individual 
patient. One patient may be a 
physician suddenly finding that he 
is a diabetic and needing help with 
menu plans; another patient may 
be a laborer who has had. little 
formal education; still another may 
have a language barrier. Food is 
the common denominator. 

Palatability always is a major 
factor in acceptance of the thera- 
peutic diet both in the hospital and 
later at home. If the food plan is 
to be followed successfully, adap- 
tation to family preferences and 
schedules and to the patient’s work 
situation must be taken into con- 
sideration. Follow-up after dis- 
charge, whenever possible, pro- 
vides the opportunity for helping 
the patient with more ideas for 
continued good nutrition. 

The ordeal of instructing pa- 
tients in a “discharge diet” at the 
last minute before the patient 
leaves the hospital needs to be 
eliminated.!° The best beginning is 
contact with the patient before the 
first meal is served to him. Further 
daily contact, as time permits, plus 
a file card listing individual likes 
and dislikes, can be most valuable. 
Helpful suggestions for food selec- 
tion, with perhaps a “sales pitch”’ 
for protein and other essential nu- 
trients, can be given. For some pa- 
tients a complete dietary history 
may be taken. As soon as the need 
for a therapeutic diet is indicated, 
the necessary adaptations of the 
usual food pattern should be ex- 
plained as these promptly are 


made. Questions should be encour- 


aged. As soon as the need for con- 
tinuing the diet is foreseen, the 
home and family situation should 
be considered. The member of the 
family responsible for the food at 
home may need many helpful 
ideas, which may be given best in 
small doses. The patient deserves 
the best possible advice on menus 
to use at home, and this cannot be 
given when he has one foot out of 
the door with his mind already at 
home. 


PATIENT-CENTERED COOPERATION 


Foreseeing whenever possible the 
need for a therapeutic diet to be 
followed after discharge from the 
hospital may eliminate most or 
even all of the need for last minute 
instruction. Such foresight requires 
the cooperation of the physician, 
the nurse and the administrator 
with the dietitian or nutritionist. 


There is little which cannot be ac- 


complished when a spirit of coop- 
eration exists and genuine effort 
for coordination is made. Channels 
of communication need to be kept 
open. Each professional group has 


its own special interests, but all 


have one common interest—the pa- 
tient. Concentrating on what may 
be done for the patient, the profes- 
sional person will find it easier to 
communicate with other profes- 
sional personnel. The problems in- 
volved in interpersonal relations 
and in communication within the 
hospital hierarchy are discussed in 
Part One of Newer Dimensions of 
Patient Care,11 which was pub- 
lished recently. 


TEACHING BY EXAMPLE 


For good nutrition, as for most 
other things, perhaps the -best way 
to present ideas initially is by set- 
ting an example, i.e., in personal 
appearance, menu planning and 
food service. The well nourished 
(but not excessively so) appear- 
ance of each staff member and also 
of each employee can be an im- 
portant influence for the patient. A 
genuine interest in good nutrition 
should foster a genuine interest in 
good food. The menu always should 
offer the best possible food selec- 
tion which the budget permits. The 
quality of the food served may be 
a first consideration, but the man- 
ner in which food is served is al- 
most equally important. Each in- 
dividual tray and the arrangement 
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Two new substitute seasoning 
products (along with a Lemon 
Wedge) are available with 


pany’s regular line of 
seasoning packets. Created 
for people on salt or sugar- 
free diets, they provide an 
individual, sanitary and time- 
saving method of service. 


FREE 


No obligation 
DIAMOND CRYSTAL 
Substitute Packets 


Brighten his meals with DIAMOND CRYSTAL 
Salt or Sugar Substitute Packets and Lemon Wedges! 


Diamond Crystal Salt Com- 


SALT SUBSTITUTE —- Packed in Diamond Crystal’s exclusive, fluted 
design packet for controlled application. Resembles salt in taste, appear- 
ance, pouring quality and stability. Each packet contains sufficient salt 
substitute for a complete meal. 

SUGAR SUBSTITUTE—100% Calorie-free. Fluted design, 
controlled ‘‘shaker-action’”’ packet contains sugar substitute equivalent to 
two teaspoonsful of sugar. Helps serve special dietarians with speed and 
efficiency. 

LEMON WEDGE-—Less expensive than a lemon slice. Packed in a single 
flute foil packet. Granular in form, dissolves quickly. Eliminates cutting 
lemon slices, easy to serve, sanitary. No squeezing or sticky fingers. 


Mail this postage-paid card for FREE trial offer 


No 
Postage Stamp 
Necessary 
If Mailed in the 
United States 


BUSINESS REPLY MAIL 


Permit No. 6, St. Clair, Michigan 
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Save time labor. 


Dietitians and hospital supervisors the 
country over have proclaimed Diamond 
Crystal’s Salt and Pepper Packets an 
ideal method for serving patients and 
personnel ‘portion-controlled’ season- 
ing products. 

Diamond Crystal Seasoning Packets 
are sanitary, disposable, hygienic. Each 
packet contains sufficient salt or pepper 
for a complete meal. The exclusive 
fluted design ‘‘shaker-action’’ packet 


money! 


permits controlled application. 

Why lose time washing, refilling and 
serving salt and pepper in old-fashioned, 
breakable dispensers? Use the modern, 
labor-saving seasoning packets. You 
can speed up service at peak periods 
and save many cleaning and refilling 
hours in the kitchen. 

Mail the coupon below for our FREE 
TRIAL OFFER—see for yourself how 


you can save time, labor and money. 


Gentlemen: Please send, without obligation, a FREE sample box of: 


[J Salt and Sugar Substitute and Lemon Wedge Packets 


Salt and Pepper Packets 


Name 


Hospital 


superfine 


Address You 
‘Duel Crystal when you compare it 


"with ordinary cube-like salt. Look for 
fine flakes... fel the 
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of each item on the tray deserves 
careful attention. The patient then 
may look forward to having his 
tray come and not dread its ap- 
pearance. Employees often need 
much help and encouragement in 
developing good standards of food 
service. 
Ways of interesting hospital per- 
sonnel in foods and nutrition may 
include the tasting of new foods.!2 
Patients also may be encouraged to 
taste foods with which they are 


not familiar. Patients who did not. 


like vegetables have been known 
to learn to like them when a small 
portion was served with a meal 
with a word of encouragement to 


“try” them. Some of these patients . 


coming back to visit have com- 
mented: ‘You know, I have been 
eating vegetables ever since I was 
a patient here!” Interesting the 
patient in “knowing” more foods 
which furnish more of the essential 
nutrients and less concentrated fat 
and refined carbohydrate could be 
a worthwhile project. Also, if the 
patient has been served sweet 
drinks and high carbohydrate des- 
serts as a temporary measure to 
maintain caloric intake during a 
critical period, he should. be ad- 
vised that the routine use of such 


Gruner 
aon. Brapefruit Jutes 


(ABOVE) Notebook sheet show- 
ing foods approximately 
equivalent in vitamin C content. 
The author uses such visual ma- 
terial in instructing outpatients 
about normal diets. (RIGHT) 
‘“‘Meat exchanges’ or foods 
approximately equivalent in 
protein and fat content are 
shown on this page from the 
notebook. The concept of food 
‘“*exchanges’’ was originally 
developed to help the diabetic 
patient plan his diet from foods 
of similar composition. 
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foods. should not be continued, 
especially if weight control is im- 
perative. One must “feed” the right 
ideas as well as the right foods. 


VISUAL AIDS 


Further interest in good nutri- 
tion and food selection may be 
created with pictures, food models 


and printed material. In outpatient 


nutrition clinic work with patients, 
the use of food models, bulletin 
boards and booklets can prove 
quite effective, and these devices 
may be adapted for work with in- 
patients. Wax food models placed 
on china dishes (and securely cov- 


ered with cellophane) may look 


so real that the patient may be 
tempted to “eat” them. These are 
excellent for demonstrating por- 
tion size..Colorful cardboard pic- 
tures of foods carefully placed on 
a bulletin board may be used to 
show the basic foods suggested to 


furnish all of the essential nutri- 


ents for one complete day. For 
suggested variations, more of these 
colorful cardboard models may be 
placed under acetate sheets in a 
large looseleaf notebook for the 
patient to see (see illustrations). 


‘Special ideas for restricted diets 


may be assembled in similar note- 


You have a refrigerator 
to keep food 


You need a 


, to kee 


SH 


Your food service operation can not func- 
tion without a refrigerator to protect and | 
store food. 
And, neither can it function efficiently 
without a Thermotainer to protect and 
store hot food after it has been cooked. 
Thermotainer keeps food piping hot and 
deliciously fresh for hours without chang- 
ing texture or flavor because it is designed 
and built as a food warmer. 
Your Thermeotainer can hold almost all 
types of food—meats, vegetables, bread, 
rolls, soups and hot pastries are a few. 
There are Thermotainer models for under- 
counter, backbar and kitchen installation 
. pass-thru units for use between kitchen 
and serving areas ... portable models to 
speed service to remote areas. 


Only Thermotainer features ‘channeled heat"’ 
and: 


@ Stainless steel construction throughout 
Full-range thermostatic control 
Humidity control 

Easy-load shelf-type doors 


Adjustable slides for shallow, medium and 
deep pans 
NSF and UL approval 


Write for your copy 
of the complete 


catalog. 


Sold through 
authorized dealers 
only. 


FRANKLIN PRODUCTS CORP. 
400 W. Madison Street Chicago 6, Il. 


See us at Booth 2132, National Hotel Ex- 
position at the Coliseum, NYC, Nov. 6th-9th 
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book form. Food models and pic- 
tures are especially valuable in 
helping to overcome the handicap 
of a language barrier. A bulletin 
board may be used also for clip- 
pings and references on foods and 
nutrition information. 

Nutrition research and education 
is a never-ending process. Present- 
ing ideas for good nutrition to the 
patient for his acceptance, adapta- 
tion and continued use is an im- 
portant task. 


Staff 
unify dietary department 


Wednesday at noon, and conducted 


N ORDER to transmit information 

to the entire department, the 
conference method is used in the 
dietary department of the Wesley 
Hospital Foundation, Oklahoma 
City, Okla., and has been found 
most helpful. Each week a series 


of conferences is held, beginning 
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dietitians—the director of the die- 
tary department, the assistant di- 
rector and the therapeutic dietitian 


—problems, future plans, new 
- trends and professional matters are 


discussed. This conference is the 
nucleus from which all plans are 
executed. 

At 1:15 p.m. each Wednesday, 
a management conference is con- 
ducted by the director of the de- 
partment with the assistant direc- 
tor, the production manager-chef, 
kitchen supervisor, first cook and 


the storeroom clerk. In this confer- 


ence, the menus for the coming 


Patients 
are 

the best 
kind! 


use 
Hospitals’ 


Selective Menu Sheets 


now available in packets of 1000. 
$10 for 1000 $45 for 5000 $80 for 10,000 


Contented 


Coftee Sonko Buttermilk Coffee Sante 


Lemon Sugor Butter Jelly Lemon Suger Burter Jelly Lemon Sugor Burrer Jelly 
White Breod Whole Wheot Breod White Breod Whole Wheot Breed White Breod Whole Wheat Breod 
Rye Bread Toost Crochers Rye Beod Toost Crockers Rye Breod Toost Crockers 


Portion Size of Portion 
Smelt [> Medwe terge Smoot Medium lerge 


Whole Mik Chocolote Milk Stim mitt Whole Mik Chocolote Mik Shim MMR 


ore te chonge 
Add servings ae on -eqvest. 


AMERICAN HOSPITAL ASSOCIATION 240 North Lake shore Drive, Chicago 11, Ill. 
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Dear Patient This is your 
meny for tomorrow. Please circle | 
oli food items you wish to order 
This menu will be collected of. ___ 
today. If you hove not mode your | 
selechons at thot time, the dietitian } 
£2 will check the menu for you 
Cat | | 
| 
| 
| 
| 
a) SP A 
| : 
Buttermth Coffee Sento | 
Postum Teo Coceeo Mot Woter Postum leo Cecoc Hot Woter Postum Teo ocoo Hot Woter 2 


Coffee 


a lot for 
people 


CON TINENTAL does a lot for coffee 


From the incomparable growing fields of Central and South America comes the 
CONTINENTAL coffee bean. After the most scrupulous blending, roasting and grinding 
by men to whom coffee is almost a sacred subject, it's worthy of the CONTINENTAL 
label. Serving this matchless coffee could do a lot-for you and your people. 


Continental Coffee COMPANY America’s Leading Coffee restaurants, hotels and institutions 
; Roasting Plants From Coast to Coast * Main Plant: Chicago, Illinois 
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(LEFT) Weekly management conference in 
the dietary department, Wesley Hospital, 
Oklahoma City, Okla. Mary D. Bates, di- 
rector, (second from right) is shown con- 
ducting the meeting with supervisory per- 
sennel including (from left to right) the 
first cook, the kitehen supervisor, the 
production manager-chef, the storeroom 
and receiving clerk, and the assistant di- 
rector. (RIGHT) Main kitchen employees 
attend meeting conducted by the produc- 
tion manager-chef. Problems are solved 
and common goals are achieved through 
such conferences. A well planned agenda 
is essential for their success. 


= 
3, 


- 
week are discussed, along with 
new purchases and their use, new 
recipes, and problems within the 
department. Plans are made for 
the correction of the problem. This 
group is free-spoken, always in a 
constructive way, with each person 
at liberty to contribute his think- 
ing to the subject under discus- 
sion. 

Decisions made are then trans- 
mitted to the remainder of the 
department through additional 
conferences. The chef conducts con- 
ferences with the cooks and other 
main kitchen employees, at which 
time problems peculiar to these 
employees are discussed, and meth- 
ods and policies are defined. Either 
the assistant director of the dietary 
department or the therapeutic die- 
titian conducts brief meetings with 
the tray serving personnel. It has 
been found that the more em- 
ployees are informed, the better 
understanding they have, the hap- 
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pier they are and the more ready 
they are to assume responsibility. 
KEYS TO SUCCESS 


The success of this method of 
communication within a depart- 


ment depends upon several fac-_ 


tors: 

1. The conference must be brief. 

2. The conference must have a 
previously planned agenda. With- 
out such a plan, you may find that 
a “gripe session” may result. 

3. The conference must be han- 
dled in a businesslike manner and 
a positive attitude must prevail. 

4. The person conducting the 
conference must display enthusi- 
asm for the particular project be- 
ing discussed. 

5. The conferences must be held 
consistently each week at the same 
time. 

6. Attendance must be compul- 
sory. 

Recently, in one group of con- 


ferences, an impending survey of 
the hospital was discussed. Previ- 
ously, the administrator had called 
the department heads into confer- 
ence to explain the details of the 
survey in order to refresh their 
thinking and to stimulate action in 
needed areas. The dietary depart- 
ment took his suggestions through 
its channels and accomplished all 
of the details intended, because 
every employee was informed by 
his immediate supervisor of his 
role in the effort being made to 
correct the shortcomings that had 
been recognized. The corrections 
made were not of short duration; 
they became a matter of policy 
within the department. 


SOLVING TOWEL PROBLEM 


Another instance of performance 
through these conferences was ‘“‘the 
case of the missing towels’. For 
months the department had had 
problems with towels. Apparently 
it was impossible to have towels 
when they were needed in the de- 


‘partment and in the unit kitchens, 


particularly on Mondays after the 
laundry had been closed on Sun- 
days. The director was constantly 
harassed by the chef and the su- 
pervisors because there were no 
towels. The employees were frus- 
trated because they had no towels. 
At various times dozens of towels 
had been purchased to replenish 
the diminishing supply, but still 
the amount was insufficient. The 
laundry had assured the director 
that if towels were sent, they were 
returned. 
(Continued on page 129) 
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The look of beauty lasts 


Because these Kys-/te® Trays are guaranteed never to warp. Color compliments any meal 
-and gay decorator designs cover both sides of Kys-lte trays. Smooth, pressure-sealed 
edges mean Kys-lte trays can’t warp. And these light, bright, trays come in a 
complete selection of sizes, shapes, colors and designs, with or without cork surfaces. 


KEYES FIBRE COMPANY, Dept. H, 

Waterville, Maine 
SEE THE inf 
COMPLETE SELECTIO _ Please send me complete information 

| Plastic serving trays. 

MAIL 
THIS COUPON Name of Employer 
TODAY Street 


Chinet" Molded Paper Service 
lightens nurses’ load, never ratt 3 


KEYES FIBRE COMPANY, Dept. H-10 
Waterville, Maine 

Please send me complete information on Keyes 
Molded Paper Service. 


Name 


Name of Hospital 


Positi on 


Address 
City State 
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The problem was discussed in 
the dietitians’ conference, and the 
decision was made to investigate 
the use of a rental linen service. 
Such an organization was con- 
tacted. Their representative gave 
the facts and figures regarding the 
cost and assured us that an ade- 
quate supply -of linens could be 
maintained. Further, control meas- 
ures for the use and distribution 
of linens to the unit kitchens were 
discussed. The final plans were 
formulated in the management 
conference which includes the pro- 
duction manager-chef, kitchen su- 
pervisor, etc. This group decided 
that linen would be issued daily 
by the storeroom clerk in a desig- 


nated amount to the various areas 


of the main kitchen and to each of 
the division kitchens. Further, at 
the end of the day, the food service 
supervisor would check soiled linen 
into the laundry. In this manner, 
the. problems with supply of linen 
were solved. After the policy had 
been set by this group in confer- 
ence, the information was trans- 
mitted to the remainder of the 
department by the therapeutic die- 
titian, conferring with the tray 
serying personnel, and by the chef, 
who met with the main kitchen 
personnel. In this particular in- 
stance, to strengthen the case, the 
representative of the laundry was 
invited to come into the depart- 
ment to discuss the proper use of 
the particular towel to be used. He 
demonstrated that the absorbency 
of the new towel was greater than 
. the towel which was being used 
and discussed the care and use of 
these towels. All groups came -to- 
gether at this meeting. 

Major problems are not always 
present, but the conferences are 
conducted routinely with some 
phase of management, production, 
performance, or policy being dis- 
cussed, in the belief that reorien- 
tation and repetition lead to better 
understanding, performance and 
efficiency. The department is far 
from perfect, but as time goes on, 
improvement is made because of 
the weekly conferences and the 
teamwork that has resulted. De- 
partment goals have been set, and 
everyone works toward them.— 
Mary D. BATEs, director, dietary 
department, The Wesley Hospital 
Foundation, Oklahoma City, Okla.® 
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NOTES AND COMMENT 


Selective Menus Make 
Appetizing Reading Matter 


“Intriguing” is the word for some of the menu items included in the 
Midwest selective cycle menus for the winter months, submitted by Mrs. 


Katherine Elman, Louis A. Weiss Memorial Hospital, Chicago. 


“Green Goddess Salad”. and “Bacchus Salad” are names to stir the pa- 
tient’s imagination and tempt his appetite. The first is composed of mixed 
greens with a dressing containing 


chopped anchovies as the ingredi- ture composed chiefly of equal 


ent that lends dstinction to a mix- parts of mayonnaise and sour 


Dri-Heat centralized feeding 


delivers hot food to patients 
cuts your costs 
speeds your service 


“Too many cooks can spoil the broth”... 
and your cost control picture as well. 
_ With Dri-Heat centralized feeding you no 
4-longer need “too many cooks.” Instead you 
keep costs down to a minimum by eliminat- 
ing duplicate efforts in several kitchens—and 
you end food waste. Best of all, you can 
increase menu variety and improve the 
‘patient appeal’’ of all the food you serve. 
Dri-Heat makes all this possible with a 
fully integrated system. Food is assembled 
on Dri-Heat assembly tables . . . in Dri-Heat 
hot plates (using Dri-Heat Pellets, Pellet 
Ovens and Oven Stands) ... then it is car- 
ried to the patient in piping-hot, deliciously 
fresh condition in Dri-Heat Traycarts. And 
remember, the heat source stays with the 
food after it has been delivered to the patient 
so that food stays hot until consumed. No 
more ‘cold food complaints!” 
‘any standard china oF plostic dish ’ You can use all or part of the money- 
q saving Dri-Heat system depending on your 
present equipment. Get full details today. 


Stainless ‘Wiel 
heat-trap design 


Heart of the Dri-Heat system... 
the finest hot-plate made! 


Quality is immediately apparent in all Dri- 
Heat products—and especially in this mag- 
nificent hot-plate. Scientifically engineered 
to provide air circulation around all sides of 
| Mate the heated pellet, it keeps food hotter. The 
not to” heavily insulated, double-wall bottom shell 
stays cool to the touch. No soldered joints to 
come apart or break loose! 


PELLET OVEN PELLET OVEN STAND TRAY CART | TRAY ASSEMBLY TABLE 


DRI-HEAT FOOD SYSTEM, INC. 


400 W. Madison, Chicago 6, Ill., DE 2-0244 
in Canada by: Dri-Heat Food System, Ltd. 
P. ©. Box 15, Willowdale, Ontario, Canada 
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cream seasoned lightly with minced 
parsley, mashed garlic, salt and 
pepper. 

To make Bacchus Salad, a pear 
half is placed, rounded side up, on 
a bed of greens (lettuce, endive, 
or romaine). The pear half is then 


' spread with cream cheese and cov- 


ered with seeded grape halves; a 
green pepper stem is placed to 
complete the picture of a bunch of 
grapes. This salad takes extra time 
to prepare. Some dietary depart- 
ments might prefer to use it only 
for special occasions such as holi- 


day meals. 


Mrs. Elman’s recipe for Manda- 
rin Chicken, another menu item 


named in her cycle menus, fol- 
lows: 


MANDARIN CHICKEN 
(50 servings) 


50 pieces chicken breasts and legs 
1 ec. shortening 
1% tbsp. salt 
1% ec. cornstarch 
3 thsp. salt 
2 tsp. ground ginger 
2 ec. water 
1 can consomme (49 oz.), 
undiluted | 
1 qt: orange juice 
2 c. red currant jelly 
8 oranges, unpeeled, quartered and 
sliced 


1. Brown chicken in shortening. 


Place in roasting pans, 18 x 16 x 
3% inches. 

2. Sprinkle with 1% tablespoons 
salt. 

3. Combine cornstarch, salt and 
ginger; blend in water. 

4. Combine consomme, orange 
juice and jelly. Heat until jelly | 
melts. 

5. Add cornstarch mixture. Cook, 
stirring constantly, until thickened 
and clear. 

6. Pour sauce over chicken; top 
with sliced orange sections. 

7. Bake covered in a 375° F. oven 
1% hours or until chicken is ten- 
der, basting occasionally during 
baking. * 


Winter Cycle Menu 
for the Midwest 


21-pay selective winter cy- 


cle menu and market orders 
for perishables are designed for 
hospitals in the Midwest. These 


-menus, which can be used dur- 


ing December, January and Feb- 
ruary, feature foods popular in 
the Midwest. 

The menus in this issue are the 
first in a four-part series of win- 
ter cycle menus published in this 
Journal. Winter cycle menus for 
the South-Southwest will be in- 
cluded in the October 16 issue of 
HOSPITALS, JOURNAL OF THE AMER- 


Fight 


National Association 
for Mental Health 


ICAN HOSPITAL ASSOCIATION. The 
winter menus for hospitals in the 
East and North-Northwest will be 


During October and November, hos- 
pitals may use the fall cycle menus, 
published in the July and August 1960 
issues of this Journal. 


published in the November 1 and 
16 issues, respectively. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. 

This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon and night 
menus. Two cereals and two fruits 
are offered on each day’s break- 
fast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the 
full and soft diets. 


In adapting items. marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 


ing preparation, if they are to be 


served to patients on sodium or 
fat restrictive diets. When fruits 
are included on the dessert menu, 
the dietitian will omit sugar or 
substitute the water-packed vari- 
ety for the diabetics. 

- The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 pa- 
tient. and personnel meals at 
breakfast, 125 at noon and 100 at 
night. By using a multiple of 50, 
larger hospitals can easily arrive 
at their market orders. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that 
a 50-bed hospital should have in 
the storeroom at the beginning of 
each 21-day cycle. 

The standard storeroom inven- 
tory is available upon request from 
the American Hospital Associa- 
tion, 840 N. Lake Shore Dr., Chi- 
cago 11, Tl. 
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SWARTZBAUGH UNTTRAY SYSTEM 


‘speeds service at 
Jackson-Madison General Hospital 


HE ADMINISTRATOR at Jackson-Madison 

General Hospital, Jackson, Tennessee, re- 
ports that the food and food service are better 
than ever since the installation of the new 
Swartzbaugh Unitray food service system. 


The hospital is one of the nation’s first users of 
the complete new Swartzbaugh system which 
provides for speedy assembly of hot and cold 
foods ... better than 7 trays a minute off the 
15’ skate wheel assembly line ... and for 
maintaining hot and cold food temperatures 
right up to the time the tray is delivered to — 
the patient! 


The photo at the right Biante the complete 
Swartzbaugh system in action. 


For more details on the complete Swartzbaugh 
Unitray system, write our sales headquarters 
at Palmer, Massachusetts. ; 


At Jackson-Madison General, nurs- 
ing service delivers the trays. The 
Unitray concept permits assembly 
and inspection of the complete 
tray in the main kitchen so there 
is no confusion of combining hot 
and cold items when the cart 
reaches the serving area. 


The photo at left shows one of the 
hospital nurses removing the com- 
pletely set-up trays from the 

-Swartzbaugh Unitray just outside 
the patient’s room. Photo at right 
shows tray being delivered into 
patient’s room . . . hot foods are 
hot ... cold foods are cold... all 
on the same tray... and all in the 
right places. 


MURFREESBORO, TENN. PALMER, MASS. 


SALES HEADQUARTERS: PALMER, MASS. 
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Ist WEEK MIDWEST WINTER SELECTIVE CYCLE MENU 


—prepared by Katherine Elman, Director of Food Service 


Louis A. Weiss Memorial Hospital, Chicago 


monday | 


morning noon night 
Orange Juice (FS) Cream of Tomato Soup with Chives —e 
or Chilled Hot Corned Beef with ‘Mustard Sauce (F) with Rogutort Cheese (F ) 
Russet Plums or Broiled Halibut with Lemon Wedge (S) —_  Stenes Frui with Cottage Cheese (S) 
i Parslied Buttered Potatoes (FS Noodle Loaf (FS) 
or Puffed Rice Cereal | Buttered Green Beans (FS) or Cauliflower with Lemon Butter Buttered Aspa 


ragus cis (FS) or Glazed Carrots 
Dressin 


or Ready- to-Eat High 


Potatoes au Gratin (FS) 


Scrambled Egg Rhubarb Fluff Mold with Sour Cream Dressing Tossed Green Salad with Fr 
Crlepy Cherry Cobbler (F) er ello Jowels vith Whipped Cream (S) 
alves in Syrup or Je 
or Chocolate Pudding Whipped Cream 
German Dumpli Fillet of 
A uce (FS Roast Leg of Veal FS) Sweetbreads Maitre d’Hotel Roast Tom Tur (3) wi ith chestnut Dressing (F) 
or Grapefruit Juice Duchess Potatoes or Browned Stew en Casserole 
Cooked Wheat Spinach Souffle (F ) or Buttered Brussels Sprouts Whipped Potatoes (FS) 
or Ready-to-Eat Cranberry Mold ow A. <a Dressing Buttered Peas (FS) or Broccoli Spears with Lemon Butter 
eal or Roquefort S Mixed Fruit Salad with Fruit Dressing 
Rice Pudding Sotens fs) or Crushed Pineapple or Small Chef's Salad with Thousand Island Dressing 
or Prune Roll Chilled Pear with weg we be Sauce (FS) 
or Lemon Ice Box 
os ~ Juice (FS) Country Pea Soup Citrus Fruit Cup 
or Stewed Dried Beef Kabob with Sauce Bordelaise (F) Individual themes Souffle (FS) 
Apricots er Salmon Loaf with Cream Sauce (S) or Hickory Baked Ham with Raisin Sauce 
Cornmeal Oven Browned Potatoes (FS) Orange Glazed Sweet Potatoes (FS) 
or Shredded wg Fordhook Lima Beans (F) or Lemon — Beets (S) Buttered Spinach (FS) or Buttered Mixed Vegetables 
Wheat Cereal ka Dot Moided Salad with Sour Cream Dressi Salad Dressing 
Soft Egg ee Asparagus Pimiento Salad with Sweet Celers Seed Dressing 
a Toast Coconut Cream Pie (F) or Lime Sherbet (S) Royal Anne Soniee in Syrup (FS) or Prune Heavenly Hash 
Sliced Bananas (FS) Chicken Matzos Ball Soup Cherry Juice 
or Prune Juice Broiled Chicken with Hot : Spiced Pear Garnish (FS) Roast Sirloin of Beef with Gravy (FS) 
Cooked Whole Wheat or Argentine Stuffed Flank Steak or Fish Fillet Amandine 
eal Harlequin Rice «2 Baked Idaho Potato (FS 
or Puffed momen: b French Cut Green Beans (FS) or Minted Peas Buttered Whole Kernel Corn (F) or Baked Acorn (S) 
Cereal Pineapp with Fruit Bartlett Pear and Cranberry Relish with Fruit Dr 
Oven French Toast pay sects lad with Caesar D or Cabbage and Green Pepper Slaw 
with Syrup (FS) Orange aes Cake (FS) or Fruit vit Cocktail Apricot Halves in Syrup (FS) or Date Marshmallow Cream 
Half of Grapefruit Smoked Salmon and Cream Cheese Appetizer 
or Tomato — S) and B ed Pike with Bey renee (FS) Tuna Casserole (FS) or Broiled Sheoeed Beef Steak 
i Rolled Wheat Ce — —— a of Lamb with Mi Lyeansion Potatoes ( 


Buttered Asparagus (Fs) or Buttered Yellow Wax Beans 


Frozen Fruit Salad with Fruit Dressi 


Cooked 


Protein Cereal Stewed Tomatoes with Basil (F) or Parslied Carrots (S) — and Rasin Sala 
Poached Egg on Toast Bacchus Salad with Fruit Dressin ead Lettuce Salad with Roquefort Dressing 
or Apricot Muffin or Tossed Garden Salad with Chiffonade Dressing Bauens Bavarian (FS) or Fresh Fruit Cup 
Apple Pie with Cheese Wedge (F) or Sliced Peaches in Syrup (S) 
Prunes and ~—_ bye etable Soup Tomato Juice with Lemon W 
Citrus Slices (F) nadian Bacon with Broiled Banana Garnish (F) Roast Brisket of Beef with vd (FS) or labios Club Sandwich 
or Orange Juice (S) ~~ Broiled Calves Liver (S) Whipped Potatoes (FS) 
Cooked Wheat Cereal Potatoes O’Brien (FS) Buttered Mixed V nen or aonueed Beets (S) 
or Ready-to-Eat Broccoli with Caper Sauce (ik or Buttered French Cut Green Beans (S) Waldorf Salad or oe vocado Mold with French Dressing 
Wheat Flakes Peach and Cottage Cheese Salad with Fruit Dressing Coffee ice Cream (FS or Old-Fashioned Spice Cake 
or Soft udding wi pped eam 
ees or Frozen » Raspberr ies with Yoghurt 
Apricot Nectar (FS) Hot Consom Broiled Grapefruit Half with Sherry 
or Glazed Breiled Sirloin Butt Steak with Mushroom Cap (FS) Egg Salad Plate with Cornmeal Muffin (FS) 
Baked Apple or Roast Long Island Duckling with Dressing or Breiled Whitefish with Lemon Wedge 
eal Rissole Potatoes (FS) Creamed Potatoes (FS 
or Sweete Green Peas Amandine (FS) er eo Fried Cauliflower Buttered Carrots with Lemon Butter (FS) or Buttered Green Beans 


Vegetable Salad with Sour Cream Dressin 


Shirred with or Artichoke Heart Salad with italian Dressing — Slice and Cream Cheese with Fruit Dressing 
Bacon Strip Homemade Cheesecake (FS) or Frozen Strawberry Cup Bresd F Pudding with Bing Cherry Sauce (FS) 
Cheese Roll or Whi Jello 
_(F}—Full Diet (S)}—Soft Diet (FS)}—Full ond Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
——~ | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
z BEEF Salmon, Smoked 3 Ib. can 6 Ibs. Radishes Bunch ‘ae, 
© | Brisket Frozen, fillets 5 ibs. 20 | Romaine 3 heads 
| Brisket, ; Tomatoes Repacked (5x6) 4 Ibs. 
S | Fresh (Boneless) Good 20 Ibs. 60 POULTRY 
— U. S. Good, 5 Ib. pkg. 5 Ibs. Duckling, Long Island 40 lbs. 40 FROZEN nego 
Liver 13 Ibs. 50 Hwawe gE (Eviscerated) Grade A, 20-24 Ib. av. 40 Ibs. 60 | Grapefruit! uice Con., 32 oz. 1 can 
(B.R.T.) of Fryers (Eviscerated) Grade A, 2% ib. av. 60 lbs. 80 Fresh chilled, gal. 
ran ce 
A rapefrui s Fr illed, gallon 
Avocado Ripe Raspberries, Red 8 Ib. can, 5-l sugar 3 cans 
Ground, Shoulder S. Good 15 Ibs. 60 | Grapefruit Seediess, 1 box 
S | tee rr.) U. S. Choice, yearling 14 Ibs. 40 | Grapes: 281%. box 13 Re. 
; FROZEN VEGETABLES 
PORK i FRESH VEGETABLES Asparagus Spears, 2% Ib. pkg. 20 Ibs. 120 
Bacon, Canadian Artichoke Hearts 4 doz. Beans, Green Cuts, Me Ib. ah 17% Ibs. 105 
Bacoh (Sliced) 24-26-1 Ib. 8 Ibs. Bag 10 Ibs. Beans, Green Julienne 
| Ham (Pullman) -to-eat 7 tbs. 20 3 bunches 2% ib. pkg. 17% Ibs. 105 
Sausage Links 12-1 Ib. 4\Abs. Carrots Topped, bag 50 Ibs. Beans, Lima ; Fordhovic 
C Pascal, 30s 1 doz. 2% Ib. pkg. 15 lbs. 90 
VEAL cukes Beans, Wax Cuts, pkg. 2% Ibs. 15 
heads Broccoli and Buds 
| Lettuce Head, 48s" 1 crate 2% Ib. pkg. 15 Ibs. 90 
Onions, Dry Yellow, bag 50 Ibs. Brussels Sprouts Y% Ib. Ke Ibs. 15 
Parsley Bunch. 1 doz. Cauliflower b. pkg. 7% Ibs. 35 
Peppers, Green 8 ~ Peas Ib. pig. 165 
| Halibut Steaks,50z.each Ibs. 20 Hamper 50 Ibs. Spinach Ib. pkg, 25 Ibs. 150 
= | Pike 20 Ibs. 80 Potatoes, White Bag No. 1 400. Ibs. Vegetables, Mixed 2% Ib. p 2 75 
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KRAFT PCs 


will increase your 
~— food service efficiency 


Wherever meals are served, the customary handling of bulk 
jellies, condiments, dressings, syrups, etc., is often a serious 
source of waste. | | 

A simple solution to the many problems in this area is 
Kraft PCs. They greatly simplify service, and they do so with 
complete satisfaction. 

Persons eating “away from home” like the portioned con- 
venience and nicety of Kraft’s PC service. And they fully 
enjoy the Kraft quality foods in them. 

Kraft introduced PCs 8 years ago. Now there are imitators. 
But only Kraft has the red-line easy-open top. And the name 
Kraft on the packet is absolute assurance of quality. For more 
efficient use of labor-time, and better cost-control, serve 
Kraft PCs. Ask your Kraftman to show you the complete line. 


Strawberry PC ae 
with toast, eggs and bacon 


Simple Portion-Control System: With Kraft PCs, you eliminate a ‘problem area'’— 
the time and labor of hand portioning, inaccuracy, waste and leftover losses. PCs 
are easy to store, inventory and serve. You control portions and costs accurately! 
‘Look over. Kraft's PC family. You'll want to use every item that fits your menu. 


Jellies and Preserves.... Apple, Mint- Flavored Apple, Grape, Currant, Strawberry, 
Black Raspberry, Orange Marmalade, Cranberry Sauce 


Dressings....__. French, Miracle Whip Salad ang, Mayonnaise, Tartar Sauce 
rue er WON...........~.4... ee 10 trays to a carton (Syrup is 5 trays per ctn.) 


Kraft... for good food and good food ideas 
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How to 


SANDWICHES 


with 
Kraft Ribbon Slices 


New Angles for Cheese: Three strips 
of melted Kraft Ribbon Slices contribute 
hearty appetite-interest to sliced ham 
on toast. Serve with tomato wedges, 
fluted cucumber slice and a squeeze- 
pack Kraft Mustard PC. 


Doubly Good is a Kraft Cheese Slice 
atop a tomato and bologna slice on a 
toasted English muffin. Broil till cheese 
melts .. . serve in pairs. Garnish plate 
with juicy-crisp Kraft cross-cut dills. 


“Grading-up” is the food-service art of creating extra values 
in the foods you serve. It’s purpose is to increase both eye- and 
appetite-appeal. This is something that’s easily done with Kraft 
Ribbon Slices. | 

Any number of sandwiches, for example, can be converted 
from the regular to a deluxe version by simply adding a slice of 
cheese. You increase meal satisfaction considerably, with only 
a slight difference in food cost. 

Actually, there’s more efficiency, as well as economy, in using 
Kraft Ribbon Slices. You save labor-time. You always get perfect 
slices, not slivers. And there are no broken pieces or dried-out 
edges. Order Ribbon Slices on your Kraftman’s next call. 


Sliced to Order: With Kraft Ribbon Slices, there's no slicing, waste or waiting. 
Perfect portions, accurate cost control and deluxe quality! 48 sandwich, or 
64 cheeseburger slices, per 3-lb. loaf. 


This Man-Filler—shown below—is a club sandwich of diced corned beef, 
seasoned with Kraft Cream Style Horseradish and Miracle Whip Salad Dress- 
ing, plus Kraft Ribbon Slices. 
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sunday 


2nd WEEK MIDWEST WINTER SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


—prepared by Katherine Elman, Director of Food Service 
Lovis A. Weiss Memorial Hospital, Chicago 


morning 


night 


monday 


Orange Sections (F) 
or Pear Nectar (S) 


Cooked Whole Whipped Potatoes (FS or Beef Tongue with Horseradish Sauce 
Wheat Cereal Buttered Asparagus (FS) or Lemon Buttered Beets Potatoes au Gratin (FS) 
or Puffed Tomato Aspic Mold with Mayonnaise Dressing Broccoli with Caper Sauce (F) or Buttered Spinach (S) 


Wheat Cereal 
Soft Egg 
Banana Wheat Muffin 


Corn Chowder with Chive Garnish 
Mandarin Chicken (FS) or Pork Tenderloin Mignonettes 


or Wilted Lettuce with Bacon Dressing 
Peach Pudding (FS) or Fresh Pineapple Cup 


Apple Juice 
Roast Sirloin of Beef with Gravy (FS) 


Small Chef’s Salad with Roquefort Dressing 
or Bacchus Salad with Fruit Dressing 
Homemade Applesauce (FS) or Blueberry Pie 


Tomato Juice (FS) 
or Kadota Figs 
Maple Flavored Cereal 
or Corn Flakes 
Scrambled 


French Onion Soup with Croutons 
Hickory Baked Ham with Orange Glaze (F 

or Broiled Rainbow Trout with Lemon Butter (S) 
Mashed Sweet Potatoes with Marshmallow eS S) 
Cranberry Carrots (FS) or Buttered Fordhook Lima 
Emerald Isle Salad with Mayonnaise Dressing 

or Green Goddess Salad with Green Goddess Dressing 
Raisin Crunch (F) or Chocolate Ice Cream (S) 


Chopped Chicken Liver Appetizer 

Veal Cutlet (F) or _ Chopped Beef Steak (S) 

Parslied Potatoes (FS 

Buttered French Cut Green Beans (S) with Almond Slivers (F) 
or Buttered Brussels Sprouts with Lemon Butter 

Cinnamon Apple Salad with Cream Cheese Nut Ball 
or Cabbage Slaw 

Orange Bavarian Cream (F) or Apricot Halves in Syrup (S) 


Orange Juice (FS) 
or Stewed Prunes 
with Citrus Slices 
Cooked Wheat Cereal 
or Puffed Rice Cereal 
Silver Dollar Pancakes 
with Orange Butter 


Cream of Asparagus 
Roast Leg of Lamb with Mint Sauce (FS) 
or Tenderloin of Beef a la Stroganoff 

Twice Baked Potato (FS 

Whole Kernel Corn in Cream (F) or Buttered Peas (S) 

p> ple Any - and Stuffed Date with Fruit Dressin 
— reen Salad with Sweet Celery Seed Dressing 

Lemon ice Fluff (FS) or Jello Jewels with Whipped Cream 


Frozen Grapefruit Juice 
Cold Roast Beef Plate with Rice Salad (F) 
or Creamed Chicken (S) 
Rissole Potatoes (FS) 
Buttered Asparagus (FS) 
or Buttered Broccoli Spears with Hollandaise Sauce 
Carrot and Celery Sticks 
or Molded Bing Cherry Salad with Fruit Dressing 
Dutch Apple Coffee Cake (F) or Bartlett Pear Halves in Syrup (s) 


thursday | wednesday | tuesday 


Homemade Apple- 
sauce with Cream (FS) 
or een Juice 
Oatmeal 
or Shredded 
Wheat Cereal 


’ Poached Egg on Toast 


Toast 


~ Celery Stuffed with Chive Cottage C 


Chicken Velvet Sou 
Broiled Liver with Spiced Peach Garnish (FS) 

or Molded Shrimp Salad Plate with Onion Cornbread 
Oven Browned Potatoes (FS) 
Buttered Spinach (FS) or Stewed cong with Basil 
heese 

or Peach and Cream Cheese Nut Ball with Fruit Dressing » 
Harvest Pumpkin Pie (F) or Stewed Fruit Cup (S) 


Blended Fruit Juice 
Roast Leg or Veal FS) or Pork Chops Nantucket 
Delmonico Potatoes (FS) 
Cauliflower with Hollandaise Sauce (F) 
or ed Acorn Squash 
Marinated Broccoli on Romaine 
or Perfection Salad with Mayonnaise Dressing 
English Trifle Pudding (FS) or aeyel Anne on in Syrup 


friday 


Pineapple Juice (FS) 
or Green Gage Plums 
Cornmeal 
or Ready-to-Eat 


Lobster Bisque 

Broiled Haddock with Tartar Sauce (FS) or Barbecued Chicken 
Egg Noodle Loaf (FS) 

Buttered Green Beans (FS) or Broccoli with Caper Sauce 


Grape Jui 

Broiled tomb Chop (FS) or Crabmeat Imperial 

idaho Baked Potato (FS 

Buttered Peas and Turnips (F) or Buttered Asparagus (S) 


or Bran Flake Cereal 
Corned Beef Has 


_ Buttered Peas (FS) or Cauliflower with Hollandaise Sauce 


Frozen Raspberry Mold with Fruit Dressing 


Rice Cereal. Waldorf Nut Salad or Caesar Salad with Caesar Dressing Carrot and Rasin Salad 
Shirred Egg Stewed Pink Rhubarb (FS) or Dark Chocolate Cake or Spiced Whole Fruits on Endive 
Toast Old-Fashioned Bread Pudding (FS) 
rs or Fresh Tokay Grapes 
= Nectarines (F) Swedish Fruit Soup Anchovy Canapes on Melba Rounds 
wn or Orange Juice (S) Hot Corned Beef Sandwich Plate with Potato Salad (F) Broiled Sirloin Butt Steak (FS) or Club Sandwich Plate 
% = Rolled Wheat Cerea or individual Cheese Souffle (S) Whipped Potatoes (FS) 
z or Ready-to-Eat High | Green Rice (FS) Baked Stuffed Onions (F) or Buttered French Cut Green Beans (S) 
= Protein Cereal Carrots Vichyssoise (FS) or Buttered Brussels Sprouts Head Lettuce Wedge with Thousand Island Dressing 
4 2 Soft Cooked Egg Marinated Cucumbers .  @ Pear with Cottage Cheese with Fruit Dressing 
4 Toast or Mixed Fruit Salad with Fruit Dressin Jello Jewels with Custard Sauce (FS) 
re) Golden Butterscotch Pudding with Whipped Cream (FS) or Dried Fruit Compote 
a Frozen Peaches in Syrup 
- Half Grapefruit (F) Fresh Vegetable Soup Chilled FruiCup 
-) or Apple Juice (S) Prime Ribs of Beef au Jus (FS) or Lobster Salad Bowl Smoked Salmon and Cream Cheese Plate (F) 
ba Cooked Wheat Cereal Twice Baked Potato (FS or Creamkd Chi Beef on Toast (S) 
a 
: 


Parslied Potatoes 
Buttered Spingch (FS) or Buttered Fordhook Lima Beans 


or Poached E or Chef's Salad with French Dressin Lettuce Wedge with Roquefort Dressing 
Pecan Coffee Cake Old-Fashioned Strawberry Shortcake ( or Pineapple Ambrosia Salad 
or Floating island (S) Raggedy Ann Peaches in Syrup (FS) 
or Baked Caramel Custard 
(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
Se | Item, Specificat ions, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
F BEEF Lobster Meat Canned, frozen 5 Ibs. Potatoes, White Bag No. | 400 Ibs. 
Good Salmon, Smoked 3 Ib 10 Ibs. 60 head 
: almon, Smo . can eads 
Chipped Beef, Dried Good ibs. | Shrimp 26-28 Ib. Ibs. 40 | Squash, Acorn 8 
S Ground Beef U. S. Good, 5 Ib. pkg. _5 Ibs. Turnips, White Topped 10 Ibs. 
1D Koas s. Fowl (Eviscerated) Grade A, 5 Ib. av. 15 lbs. 20 FROZEN FRUITS 
& | Roast, Sirloin (B.R.T.) U. S. Choice 40 Ibs. 120 | Fryers (Eviscerated) Grade A, 2% Ib. av: 90 lbs. 120 | Grapefruit Juice Con., 32 oz. can 8 cone 
= Steaks, Sirloin Butt U. igen 19 Ibs. 60 Livers, Chicken 1 Ib. pkg. 15 Ibs. 60 | Orange Juice Con., 32 oz. can cans 
| Tenderloin Tip 10 Ibs. 40 
| Tongue No. 1 5 ibs. 20 FRESH FRUITS CAR, 
3 Apples Cooking, 113s 2 boxes Raspberries, Red 8 ib Lae 2 ome 
Grapefruit Seedless, 70s box anges Cans 
LAMB Geonen Taka 5 Ibs. Rhubarb 8 Ib. can, 5-1 sugar 3 cans 
S | Chops, Loin U. S. Choice, icanes Seediess, 28 Ib. box 10 Ibs. Strawberries Sliced, 8 Ib. can, 
—- 6 OZ. each Ibs. 60 Lemore : : 1 doz 5-1 sugar 3 cans 
s Leg (B.R.T.) U.  < Good, yearling 27 Ibs. 80 Oranges 176s 4 doz. 
= Pineapple, Fresh Box, 24s 10 pineapples FROZEN VEGETABLES 
PORK 7 Asparagus Spears, 7% Ib. pkg. 27% Ibs. 165 
% | Chops, Loin Grade A,40z.each 5lbs. 20 : FRESH VEGETABLES Beans, Green Cuts b. pkg. 15 ibs. 90 
enderloin age s. -p 
Carrots Topped, bag 78 Ibs. Beans, Lima Fordhook, 
& Celery Pascal, 30s 1 doz. 2% Ib. pkg. 5 ibs. 30 
: = VEAL Cucumbers 8 cukes Broccoli Stems and buds 
Cutlets - U. S. Good, 4 oz. each 15 Ibs. 60 | Endive _ 13 heads 2% Ib. pkg. 12% ibs. 75 
: Leg (B.R.T.) U. S. Good 20 Ibs. 60 | Lettuce ead, 48s_- 1 crate Brussels Sprouts 2% Ib. Ke. 5ibs. 30 
' Onions, Dry Yellow. bag Ibs. Cauliflower Buds 2 b. pkg. 12% Ibs. 75 
z : Parsley Bunch 1 doz. eas ib. pkg. 22% Ibs. 135 
& FISH Peppers, Green 3 Ibs. Spinach opped, 
. : Haddock Fillets, skinless 20 Ibs. 80 | Potatoes, Sweet Hamper 50 Ibs. 2% Ib. pkg 27% ibs. 165 
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3rd WEEK MIDWEST WINTER SELECTIVE CYCLE MENU 


(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


—prepared by Katherine Elman, Director of Food Service 


Louis A. Weiss Memorial Hospital, Chicago 


night 


Stewed Apricots with 
Stick (F) 


Potato and Leek Soup 
Braised Beef eatertets Tips in Wine Sauce (F) 


Smoked Salmon and Cream Cheese Appetizer 
individual Meat Loaf (FS) or Baked Ham Sandwich Plate with 
Tomato Wedge and Potato Salad 


or Grapefruit er Broiled Whitefish with Lemon Wedge (S 
Juice (S) Baked Idaho Potato (FS) Whipped Potatoes (FS) 
meal Crumbed Broccoli (F) or Buttered Carrot Rin -¢ (S) Baked Acorn Squash (FS) or Buttered Peas 
or Corn Flakes Red Cabbage Siaw or Molded Pear Salad with Fruit Dressin Orange and Grapefruit Pinwheel Salad with Fruit Dressing 
Scrambled Egg oleae pside Down Cake (F) or Bing Cherries in Syrup <S) or Tossed Green Salad with Chiffonade Dressing 
or Baked Raisin Stuffed Baked Apple (F) or Vanilla ice Cream (S) 
Sausage Link 
oast 
Orange Juice (FS) Tomato Madrilene with Croutons Minted Pineapple Juice 


or Russet Plums 

Whole Wheat Cereal 
or Ready-to-Eat High 

Protein Cereal 


Muffin 


Roast Leg of Lamb with Mint Jelly (FS) 
or Chicken . la King in Patty Shell 
Green Rice (FS 
Buttered French Cut Green Beans (FS) or Buttered Cauliflower 
Combination Cooked Vegetable Salad with Hard Cooked Egg 
or Banana and Peanut Butter Salad with Fruit Dressing 
Apricot Bavarian Cream (FS) or Frozen Strawberry Cup 


Parslied Potatoes (FS 

Buttered Asparagus (FS) or Buttered Beets 
Perfection Salad with Mayonnaise ——. 

or Spiced Beet Salad with Sour Cream Dressi 
Cherry Preach Pie (F) or Cling Peaches in Syrup (S) 


Braised Swiss Steak Y. or Tuna Olive Puff Casserole (S) 


wednesday | tuesday 


Orange Sections (F) 
or 
Juice ( 
Rolled Wheat 
or Ready-to-Eat 


Lentil Soup 
or Julienne Sala wi with Thousand Island Dressing 
Sweet Potato Souffle (FS) 
Buttered Spinach with Hard Cooked Eee Garnish (FS) 


Fillet of Herring with Sour Cream 

Roast Sirloin of Beef (FS) or Shrimp Creole 

Baked Stuffed Potatoes (FS 

French Cut Green Beans (S) with Almond Slivers (F) 
or Buttered Brussels Sprouts 

Small Chef's Salad with Garlic Dressi 


Silver Dollar Pancakes 


Spiced Fruit Salad on Endive 


Rice Cereal or Buttered Corn og 
Oven French Toast — Tomato and Avocado Salad with French Dressing or ay ta Figs Stuffed with Cream Cheese and Nuts with 
with Syrup uefort Mousse Salad with Sour Cream Dressing — uit Dressi a 
Bartlett ear Halves in Syrup (FS) or Fruit Jello Lemon ‘Seenes Pudding (FS) or Applesauce 
sae — (FS) Beef Consomme with Rice Chilled Cranberry Juice 
Baked Liver (FS) or Broiled Lamb Chop with Mint Jelly Braised Short Ribs of Beef (F) 
ago y! Au Gratin Potatoes (FS) or Macaroni and Cheese en Casserole (S) 
Cooked Wheat t Cereal Buttered Fordhook Lima Beans (F) or Minted Peas (S) Whipped Potatoes (FS) 
or Puffed Perfection Salad with Mayonnaise Dressing ked Stuffed Onions (F) or Carrots Vichyssoise (S) 
Wheat Cereal or Lettuce Wedge with Roquefort Dressing Blushing Pear Salad with Lig» Dressing 
n Whole Peeled Apricots in Syrup (FS) or Marinated Green n Salad 
Poached or Raisin Graham Pudding Golden Layer Cake with Cherry icing (FS) 
Egg on Toast or Frozen Peach Halv 
Tomato Juice (FS) Manhattan Clam Chowder Citrus Fruit - 4 
or Frozen Blue Plums | Broiled Scallops with Bacon Curls (F) Swedish Meat Balls (FS) or Smoked Fish Plate 
Oatmeal or Connpes Sirk — Steak (S) with Onion Rings Twice Baked Potato (FS) 
i er Shredded Fame otatoes (FS) Buttered Spinach (FS) or Cauliflower with Lemon Butter 
Wheat Cereal Buttered Yellow Wes Beans (FS) er Buttered Broccoli Assorted Relish Plate or Peach with Cream Cheese with ‘Fruit Dressing 
£ Coconut Cream Pie (F) or Royal Anne Cherries in Syrup (S) 


w 
o 


with Orange Butter or Cardinal Salad with Fruit Dressing 
er Scrambled le Cheese Crisp (FS) or Fresh Tokay Grapes 
Cinnamon A (FS) Cream of Mushroom Soup with Chive Garnish Peach Nectar 
or Grape Juice Roast Leg of Veal Ral or Lobster Newburg en Casserole Broiled Calves Liver with Spiced Peach Garnish (FS) 
Cornmeal Parslied Buttered les (FS) or Western Omelet 
or Ready-to-Eat Buttered Peas and seripe (F) or Mashed “cae Hubbard Squash (S) Escalloped Potatoes (FS) 
Wheat Flakes Cranberry Cream Cheese Mold with Yoghurt Dressing Buttered Carrots (FS) or Buttered Green Beans 
Soft or Caesar Salad with Caesar Dressing Stuffed Date and Orange Salad with Fruit Dressing 
Toast Maple Rice Pudding (FS) or Grapefruit Sections or Asparagus Pimiento Salad with French Dressing 
Nectarines in Syrup (FS) or Chocolate ice Box Cake 
Orange Juice (FS) Consomme Julienne Crabmeat Cocktail 
rozen Roast Chicken (FS) or Broiled Sirloin Butt Steak Salisbury Steak (FS) or Cheese Blintzes with Sour Cream 
Boysenberries Whipped Potatoes (FS) Baked idaho Potato (FS 
= Cooked Rice Cereal Buttered Brussels Sprouts (F) or Buttered Asparagus Spears (S) Lemon Buttered Beets (FS) or Buttered Corn 
or Ready-to-Eat with Fresh Fruit Garnish and Fruit Dressing Cider Mayonnaise Dressing 
Malted Barley Salad with Green Goddess Dressing or ye hey 
Cereal Angel Food Cake CF (FS) or Fresh Pineapple Rum we Pudding with Lemon Sauce (FS) or Orange Sherbet 
Broiled Canadian Bacon 
or Scrambled Egg 
Cinnamon Roll 
(F}—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
3 BEEF Shrim 26-28 Ib. 4\bs. 20 | Squash, Hubbard 6 Ibs. 
Ground Beef U. S. Good, 5 Ib. pkg. 50 Ibs. Whitefish (Sea) Fillets 5 ibs. 20 | Tomatoes Repacked (5x6) 12 Ibs. 
va ‘sliced 20 Ibs. 80 POULTRY FROZEN FRUITS 
(B.R.T.) Choice 20 ibs. 60 | Fowl (Eviscerated) Grade 5 Ib. av. 30 Ibs. 8 ib. can, 5-1 su l can 
| Short U. S. Good 30 Ibs. 60 | Turkeys (Eviscerated) Grade ic 
Steaks. Sirloin Butt U. S. Choice, 20- 24 Ib. av. 80 juice 32 oz. can 
3 oz. each 13 tbs. 40 | Fryers (Eviscerated) Grade A,2% Ib. av. G60 lbs. 80 | chilled gallon 2 cal 
Steak, Swiss U.S. Good rapefruit resh, chilled, gallon gal. 
‘1S Ibs. 60 FRESH FRUITS 
: ran ion r i n al. 
Tenderloin Tip U. S. Good Ibs. 100 | Apples Baking , 113s box and 
Av Ripe 6 Srapetret Sections Fresh, chilled, gallon 2 gal. 
LAMB Peac Sliced, 8 | can, 
Chops, Loin U. S. Choice, Grapes okay ‘ 5-1 sugar 1 can 
6 oz. ae 15 Ibs. 40 | Lemons 1 doz. Plums, Blue 8 Ib. ca “y 1 can 
S | ert) U.S. Good, yearling 27 Ibs. 30 | Pineapple, Fresh Box, 24s % box Strawberries Sliced, 8 Ib. can, 
sugar cans 
FRESH VEGETABLES 
i PORK Cabbage Bag 5 Ibs. FROZEN VEGETABLES 
Bacon, Canadian 4 Ibs. Cabbage, Red 14 Ibs. | Aspa eq 2% Ib. 
Bacon (Sliced) 24-26-1 Ib. 5 Ibs. Carrots Topped, bag 40 Ibs. ibs. 
Ham (Pullman) 14 40 | Celery Pascal, 30s 1 doz. Beans, Green yar 
Sausage Links 12-1 Ib. 4 Ibs. Endive Curly 16 heads : 6 Ib. pkg. 25 Ibs. 150 
Leek 4 bunches Beans, Lima Fordhook, | 
VEAL Yellow bag 50 ibs” Beans, W cuts 244 13 tbs, 90 
ellow, ns, Wax . 
Leg (B.R.T.) U. S. Good 27 ibs. 80 | Parsley Bunch 1 doz. roccoli $s and tong 
Peppers, Green 2 Ibs. 2% Ib. pkg. 17% ibs. 105 
FISH atoes, Sweet m 50 Ibs. Brussels Sprouts 2% Ib. Ke % Ibs. 105 
z Potatoes, White Bag No. 1 400 Ibs. Cauliflower Buds 2% . pkg. 5 ibs. 
Lobster Meat Canned, frozen 5 Ibs. Radishes nch 1 doz. eas % Ib. pkg. 12% Ibs. 75 
Salmon, Smoked 3 Ib. can 12 Ibs. Romaine 12 heads Spinach , 
Scallops 23 ibs. 100 | Squash, Acorn % bu. 2% Ib. pkg. 25 ibs. 150 
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cabinet 


A STANDARD CONSTRUCTION 
IN GENEVA CASEWORK 


> 


More sanitary... reduced maintenance... easier 
accessibility ... better visibility... easier cleaning 


Hospital administrators and architects have long recognized — 
the advantages of “flush cabinet interior.” Until now this ad- 
vanced design has only been available on special order and at 
premium price. Now, Geneva makes “flush cabinet interior” 
standard in its hospital casework line. 

Geneva hospital casework is quality throughout. sags 
duty, 18 gauge steel is standard. Cabinets may be ordered . 
with stainless door face . . . stainless door face and lining . . 
or in all stainless steel. Cabinets are precision formed and 
manufactured to the most rigid standards. 

Quality features offered by Geneva include... . door and 
drawer fronts painted inside and out . . . floating drawer action 

. door and drawer fronts have radius corners and are re- 
placeable. Cabinet hardware is advanced functions design 
and finest quality. 


GENEVA HOSPITAL CASEWORK 


DIVISION. OF ACME STEEL CO. 


Geneva 


HOSPITAL CASEWORK 
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THE CUMERFORD CORPORATION GENERAL OFFICES: 912 BALTIMORE AVENUE 


raising funds? 


TALK TO THE MEN OF 


CUMERFORD 


| THE CUMERFORD CREDO | 


e Our service is available only to those clients whose 
ideals we approve and respect. 


e In advance of commitment, our clients shall have the 
opportunity to evaluate the experience and approve the 
moral character of our personnel. 

e Relations with our clients must be conducted 
according to strict, professional ethics. | | 

e Public relations programs must be of highest quality and must 
be conducted with mature judgment and discretion. 


e All fund-raising and public relations campaigns will 
be conducted on a pre-determined, flat fee basis. 


e Our service is designed to achieve an informed constituency, 
good will for the er: and the financial goal. 


TEL. BAitimore 1- 4686, KANSAS CITY 5, MO., WRITE CLIENT SERVICES DEPT. H 


Fund-raising and institutional public relations consultants . .. complete services for non-profit institutions since 1949. 
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An Adult at Age 17? 


Minors need not decide whether they wish to bring 
a negligence suit until after reaching their majority. 
In most states, a minor has a year or two within which 
to file suit after attaining majority. This is one reason 
why hospitals regularly retain complete medical rec- 
-ords of minor patients until a few years after majority 
is passed. The American Hospital Association recom- 
mends a routine medical record retention period of 
25 years which takes this circumstance into account. 
_ When does a minor become of age?. For purpose of 
his bringing suit, it had been thought that the statu- 
tory age, whether it be 18 or 21, would mark the 
period when the statute of limitations would begin to 
run. Hence, a minor who married might. be considered 
“emancipated” and thus able to consent to surgery, 
but it was assumed that even in such a case, the 
minor was not barred from bringing a negligence 


_This material is not legal advice. The information on this page should not be 
used to resolve légal problems. For advice on -such problems a hospital shoula 
consult a member of the local bar. 


Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


action until after the statutory limit following attain- 
ing the prescribed age of majority. 

A federal court opinion interpreting the law of 
Oregon now recognizes the age at emancipation rather 
than the statutory age in determining whether a minor. 
waited too long to bring suit for personal injuries. In 
this case, the boy was 16 when injured, married at 
17 and started suit at about his 2lst birthday. He 
contended that according to the Oregon statutes, he 
could file suit within two years after reaching 21. 

The judge disagreed. Although the statute does 
refer to age 21, he ruled that the law is aimed at pro- 
tecting minors during their period of legal disability. . 
Marriage terminates minority. The plaintiff failed to 
bring suit within two years of marriage, when he 


attained his majority, and was barred from proceed- 


ing with his action by application of the statute of 
limitations. Tavernier v. Weyerhaeuser Co., 13CCH 
Negl. Cases 2d 228 (DC Ore., 1961) 

(Continued on page 140) 


DESIGNED TO SAVE LIVES 
In seconds, balanced top on 


RELIANCE 
MODEL 41-AA 
HYDRAULIC STRETCHER 


is put in Trendelenberg position 


@ No hand wheels to chank up; 


@ No rods to fit into notches 


Ease, simplicity, speed—all constitute benefits from the labor- 
saving features found in Model 41-AA and all Reliance 
Stretchers, as shown by this quickly adjustable Trendelen- 
berg action. Fowler position reached in the same manner, 
without clamping or cranking. 


@ For patient: minimum movement, maximum comfort. 


@ For hospital staff: little effort, tremendous time-saving. 
Ideal for emergency room and recovery room use. 


See this model 
at your 
authorized dealer 
or write 

for brochure 


F. & F. KOENIGKRAMER CO., Dept. H-10-1, 
96 Caldwell Drive, Cincinnati 16, Ohio 


| 
ne Please send me No. 41-AA Brochure 
| NAME 
_1 DEALER 
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ROTARY 
MACHINES aN 


process all surgical gloves 
or disposable 


for less than 136 each 


By far the lowest cost, most dependable method for washing, 
drying, and powdering rubber gloves...yes, even “disposables”. 
Less than 1%¢ per glove including all materials and labor! 
Three companion, single-purpose machines, each with 150-glove 
capacity, eliminate delays. No waiting between loads. All ony 
of processing can be carried on simultaneously. And glove life 
is materially extended ... reducing need for large inventories. 
Matching stainless steel units are attractive, sanitary, and 
durable. In hospitals of 100 beds or more, they repay their cost 
the first year...while creating substantial savings over hand 
methods. 
WASHER—The only machine designed specifically for surgical 
gloves. Unique tub design and pulsating action clean gently, 
thoroughly ... three times faster than by hand. 
BRYER— Revitalizes gloves. Thermostatically controlled warm 
air dries three times faster than by hand. Unique air circula- 
tion keeps operating parts clean, promotes safety. 
POWDERER—Applies uniform coating inside and out...ten times 
faster than by hand. Airtight. No powder escapes. 


FREE: Glove Processing Manual, giving latest, recommended 
procedures, sent on request. Also, descriptive literature on each 
machine and other Rotary hospital products. 


ROTARY HOSPITAL EQUIPMENT CORP. 
1744 DALE RD., BUFFALO 25, ILY. 
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If this decision is accepted by state courts, married 
minors will be barred from suing hospitals and hos- 
pital personnel, just as any adults would be, after 
passage of the period specified by the statute of limita- 
tions. Certain situations, however, may present legal 
difficulties. For example, does annulment of a minor’s 
marriage fully restore him to his minority and cancel 
his emancipation? Would a divorce produce the same 
result? If the minor became a parent before the mar- 
riage terminated, would his majority continue? These 
and other questions will have to be resolved if the © 
opinion in this case becomes prevalent. 


Can’t Circumvent Claiment’s Attorney 


Defendants and their insurance carriers sometimes 
wish the claimant’s attorney could be eliminated from 
the case. This might mean a smaller settlement for 
the settlor and perhaps a greater net payment to the 
claimant. An insurance company recently was too 
successful in this effort and had to compensate the 
attorney whom it had caused to be dismissed by the 
claimant. 

The company officials assisted the claimant in dis- 
charging the lawyers. This was a violation of the rules 
of the National Conference Committee on Adjusters, 
of which the company was a member. These rules 
forbid member companies from dealing directly with 
a claimant who has an attorney and from advising 
the claimant to refrain from obtaining legal advice. 

The carrier’s legal offense in this case was inter- 
ference with the contractual relationship between at- 
torney and client without a social or private justifica- 
tion. The insurance company was condemned by the 
court for depriving the client of an attorney’s aid 
and the possibility of a better recoupment. An at- 
torney who is wrongfully discharged in such a situa- 
tion is entitled to the same amount of compensation 
as if he had completed his intended services. 

If a hospital or its insurance carrier is the object 
of a claim, no benefit can accrue from inducing the 
claimant to drop his attorney. The lawyer may sue 
either the ex-client or the party responsible for induc- 
ing a breach of the attorney-client contract. Herron 
v. State Farm Mutual Insurance Co., 30 Law Week 
2026 (Calif., 1961). 


Car “On Call” Brings No Deduction 


Physicians and some hospital personnel are often 
on call. When driving their own vehicles for personal | 
activities, they may be subject to a summons to return 
to the hospital. Does the “on call” status convert a 
pleasure trip into a business expense for income tax 
purposes? 

The United States Tax Court thinks not. In its 
opinion, in the case of Clarence J. Sapp, 36 T.C. No. 
83, Aug. 15, 1961, it was noted that the taxpayer, a 
physician, failed to show how often pleasure trips 
were converted into emergency calls. Consequently, 
the cost of operating his car for driving to social 
clubs, home for lunch, commuting from home to hos- 
pital, or to the movies was not a business deduction. 
These were considered to be nondeductible personal 
expenses. 
2 (Continued on page 142) 
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Send now for the incomparable — 


ONE APPLICATOR 
ONE LIQUID 


CLEANS 


SINKS 
WALLS 
FLOORS 
WINDOWS 
COUNTERS 
| ONS a ~ Pastes, Sponges, 
CLE AN SE Brushes or Buckets 


‘ Bathroom courtesy Crane Co. 


i, Cleanser/applicator team that 
cleans ANY surface ANYWHERE! 


o* 


FLIPSTIK revolutionizes cleaning methods! You get better SPECIAL 
results for less cost with this radically different device. Simply INTRODUCTORY 
raise FLIPSTIK, then lower it—a monitor sealed into the aig 

handle automatically injects tiny charges of cleanser into the <a OFFER! 

wet cleaning head. Cleanser savings become automatic! os Send coupon and only $5.95 


today. We send you pre- 
paid: TWO Flipstik Appli- 
cators, one with abrasive 
| sponge head and one with 
bow! brush. TWO bottles of 


FLIPSTIK fits your every need (including a carrying kit of 
rugged, washable plastic)... is easy to use and carry... weighs 
only 6 ounces fi/led with cleanser! This one applicator makes 
it simple for anyone to produce superior cleaning with far less 


effort at far less cost. FLIPSTIK is always ready! “Flip” up, Ve . Flipstik Cleanser, PLUS the 
“flip” down... the detachable sponge or brush cleaning head 
washes away toughest soils without damage to finest surfaces. | FLIPSTIK, Dept. H 10-1 ret 9 ra ccaneimal 
FLIPSTIK’S sturdy handle (made of Tenite® Butyrate, | Box 372, Lenox Hill Station or your money back. 
Eastman’s heavy duty plastic—so strong it often replaces New York 21, New York | 
metal) is filled with special FLIPSTIK Cleanser*. This safe, FUPSTIK KITS) at your introductory price | 
powerful soil remover is on the Institutional Research Council’s whe 
1961 list. of General Purpose Cleansers. An amazing new con- DEVICES, Inc. 
cept in liquid cleanser, adjusts FLIPSTIK Cleanser to 
all using conditions, completely eliminating waste. NAME 
~ *RV—Reverse Viscosity, automatically monitors flow rate and saves you money! | COMPANY 

*Pot. applied ©1961 
| | STREET | 
FLIPSTIK cry ZONE STATE 


A Product of Leisure Devices, Inc., New York 
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Emergency Care is Hospital’s Duty 


It has been a well reiterated rule of law that a 
voluntary nonprofit hospital need not operate an 
emergency department. Nor must such an institution 
accept any and all patients who seek admission. How- 
ever, failure to treat a true emergency case could 
bring liability for negligence if facilities and person- 
nel were available, but only if the hospital did not 
enjoy charitable immunity. 

The public looks to hospitals for emergency service. 
It is difficult to accept a concept of law which allows 
emergency cases to be turned away with impunity. 
Therefore, it should not be surprising to find a change 
in the law already commencing. 

The Superior Court in Delaware has gone beyond 
precedent to base its decision upon contemporary 
reason. It has declared that voluntary nonprofit hos- 
pitals must bear the burden of showing why it is 
unreasonable to expect them to care for emergency 
patients who present themselves for treatment. In 
Manlove v. Wilmington General Hospital, 169 A. 2d 
18 (1961) the court stated: 

—Despite its private organization, a voluntary non- 
profit hospital is a quasi-public institution. 

—The tax exemption enjoyed by these hospitals 
is based in part on their duty to serve the public. 

—Governmental and charitable contributions to 
hospitals also underscore the public nature of these 
voluntary institutions. 

As a result, the defendant institution must demon- 
strate why it did not treat the plaintiff, and it is liable 
for the consequences of its failure to render emer- 
gency care. More court decisions of this kind may be 
anticipated as charitable immunity for hospitals di- 
minishes; if, indeed, it does not disappear entirely. 


Doctors Favor Corporate Practice! 


Perhaps the most exciting topic in medical discus- 
sions this year is “corporate practice of medicine’’. 
The physicians are not opposing it, they are promot- 
ing it. As a result of organized efforts of the medical 
profession, at least eight states* now allow physicians 
to practice medicine in the corporate form. More 
states are expected to follow. 

Hospitals, however, are not encouraged to employ 
physicians and make charges for their services. The 
objective is to allow physicians to derive the economic 
benefits of the corporate form of business organization 
without giving up their freedom to practice medicine 
as private practitioners. 


THE BEST OF BOTH WORLDS 


The pioneering work was done by a group of physi- 
cians who practiced as an association. In their state, 
it was unlawful for physicians’ groups to incorporate. 
They sought to be taxed as a corporation, under 
applicable Internal Revenue Code Provisions, and 
ultimately won their suit. This allowed them to have 
a pension plan which deferred personal taxation on 
the premiums until their retirement. The Internal 
Revenue Service (IRS) then issued regulations gov- 

*S. Dak., Ark., Ga., Minn., Ohio, Okla., Tenn., Conn. In addi- 
tion, Fla., Ill., Pa. and Wis. have statutes allowing practice by 


professional associations which have sufficient attributes of a 
corporation to be taxed as corporations. 
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erning such groups. To be treated as a corporation for 
tax purposes, the physicians’ association would have 
to feature most of the attributes of a corporation. 
These would include centralized management (re- 
sembling a governing board) ; continuous life (death of 
a member does not dissolve the organization); trans- 
ferability of interest (like selling the stock of a corpo- 
ration), and limited liability (share holders are not 
personally liable for corporate debts and negligence). 

Few doctors’ groups could meet these standards and 
in the 38 states where the Uniform Partnership Act 
is law, compliance would be impossible. The state 
legislatures were then importuned to lift the ban on 
physicians practicing in the corporate arrangement. 
It is presumed that the statutes which resulted will 
make it possible for incorporated doctors to meet the 
IRS requirements. If so, the participating physicians 
will be eligible, as employees of their corporations, to 
enjoy salary, bonuses, sick pay, group life insurance, 
death benefits for a surviving spouse, disability and 
accident insurance, social security coverage and a 
tax deferred retirement plan. 

Under the new statutes, corporate employed physi- 
cians are personally liable for their own malpractice 
and this results irrespective of whether the corpora- 
tion is dissolved or becomes bankrupt. Only licensed 
physicians are allowed to be stockholders. The various 
employer benefits must be offered with reasonable 
equality to all corporate employees, not just to the 
doctors, if the tax benefits are to be allowed. 

Hospitals may expect to be contracting with physi- 
cian-corporations, for specialty services in states 
where these corporations are lawful. Radiologists, 
pathologists, anesthesiologists and physiatrists who 
have contracted as individuals or groups may now 
negotiate agreements in a corporate capacity. To the 
hospitals involved, some benefits may arise. The 
compensation to the corporation may be simple and 
direct. No pensions or other fringe benefits need be 
offered or administered by the hospital. The doctors’ 
corporation will handle all such details. 

Because the corporate practice legislation was 
passed at the request of organized physicians, it no 
longer may be said that receipt of compensation by 
a physician from a corporation per se implies ques- 
tionable ethics, poor patient care, or exploitation. 
Physicians who incorporate will be expected to prove 
that good medicine may be practiced by conscientious 
individuals whether in a partnership, as employees of 
a corporation (for profit or not for profit) or in 
government. 


TOUCH NOT A TOOTH... 


» The necessity of informed consent to treatment 
and surgery is emphasized by a recent Kansas case. 
The plaintiff was referred by her dentist to a dental 
specialist. She carried a card noting eight teeth 
which were to be extracted. Just prior to succumb- | 
ing to the anesthetic, the patient placed her signature 
on a card. Because she was partially anesthetized, 
she could not read the card, although able to sign her 
name. This was a general consent form authorizing 
removal of all teeth. | 

When she awoke, the patient discovered that she 

(Continued on page 155) 
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Hill-Burton Program Given Record Funds 


In its final action on fiscal 1962 funds for the Depart- 
ment of Health, Education, and Welfare, Congress 
appropriated record sums for the existing Hill-Burton 
hospital construction program.-The total is $203 mil- 
lion, of which $201,228,000 is for grants and the 
balance, for administrative expenses. Last year’s 
figure for grants was $186.2 million. 

Under the new appropriation, $150 million was ear- 
marked for Part C projects for hospitals and health 
‘centers under the Hill-Burton program. This is the 
maximum authorized in the act and is the same 
amount as appropriated in the last three fiscal years. 

The big increase in the new funds is $51,228,000 for 
Part G projects. These include nursing homes, diag- 
nostic and treatment centers, rehabilitation facilities 
and chronic disease hospitals. In a memorandum to 
the Senate in its final debate on the funds bill, Sen. 
Lister Hill (D-Ala.), coauthor of the Hill-Burton 
act, pointed out that this figure was ‘‘an increase of 
46.37 per cent over the ($35 million) amount avail- 
able in each of the last three fiscal years”. | 
The $203 million appropriation. represents a com- 
promise—in a Senate-House conference committee— 
between the $187,972,000, voted earlier by the House 
and the $212,972,000 approved by the Senate. 


Funds Approved for Grants 
For Hospital Research Facilities 


In another compromise on differences in the HEW 


funds bill, the Senate-House conference committee 
agreed: on a new $10 million appropriation for hospi- 
tal research facilities grants. This had originally been 
- specified in the House bill; giving the Surgeon General 
of the U.S. Public Health Service the authority to 
make grants for experimental facilities. The Senate 
bill had eliminated the $10 million appropriation. 
The final HEW funds legislation specifies that the 
$10 million be administered under the Hill-Burton 
program rather than by the Surgeon General as the 
sole authority. As pointed out in Senator Hill’s mem- 


orandum, the appropriation was agreed to “contin- 


- gent upon the enactment” of legislation by Congress 
authorizing such a grants program. This was provided 
for in the Community Health Services and Facilities 
Act of 1961. The latter was scheduled to go to a 
Senate-House conference committee on September 15. 


NIH Funds Increased 


The final figure for the National Institutes of Health 


(NIH) for fiscal 1962 is $738,335,000. The House had 
originally approved earlier this year a 1962 fiscal 
appropriation for NIH of $641 million. This not only 
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marked a sizable increase over the 1961 appropriation 
of $560 million, but it also considerably exceeded the 
Administration’s budget request for $583 million. 
Subsequently, the Senate raised the House figure by 
$194,670,000. The compromise sum of $738,335,000 
represents an exact split of the difference between 
the House and Senate figures. 

One of the chief points of debate on the variations 
between the House and Senate HEW funds bill had 
been the proposed sums for NIH. Since the Adminis- 
tration had requested only $583 million, there were 
questions as to whether higher sums could be efficient- 
ly and effectively used. Abraham A. Ribicoff, Secre- 
tary of HEW, at his late August press conference, 
stated that if a higher amount was approved by 
Congress, “we would just have to use it for the benefit 
of the people’’. 

Under the allotments for NIH the largest single 
sum is earmarked for the National Cancer Institute. 
The total is $142,836,000. Second is the National Heart 
Institute with $132,912,000. 

In addition to the National Cancer Institute figure, 
the HEW funds legislation provides a special appro- 
priation of $5 million for cancer research facilities. 


Ribicoff Testifies on Drug Bill 


The Administration is planning to make recom- 
mendations to the 1962 Congress on strengthening the 
Food, Drug and Cosmetic Act. This was disclosed by 
HEW Secretary Ribicoff in his mid-September testi- 
mony before the Senate Antitrust and Monopoly Sub- 
committee on the pending drug bill. It is S.1552, intro- 
duced by Sen. Estes Kefauver (D-Tenn.). 

Secretary Ribicoff said that he endorsed the “gen- 
eral approach” of the bill but “there are a number of 
other improvements that need to be made in the 
Federal Food, Drug and Cosmetic Act, not only in the 
drug field but also in the food, cosmetic and thera- 
peutic-device areas.” “Our Department,” he con- 
tinued, “is currently studying proposals designed to 
strengthen the act across the board” and expects to 
advise the next session of Congress of its recom- 
mendations. 

Among the proposals in the pending bill on which 
the Secretary commented was that providing for 
standardization of drug names. 

The Secretary also supported the proposal for pre- 
marketing proof of efficacy of new drugs. He observed 
that under current law, the Food and Drug Adminis- 
tration can take action only after marketing when a 
new drug is proved. not effective for the purposes 
claimed. 
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WASHINGTON REPORT 


personnel changes: 


@ Leon Bennet-Alder has been appointed executive ad- 
ministrator of the Winter Park (Fla.) Memorial Hos- 
pital. Mr. Bennet-Alder holds a bachelor’s degree 
from the University of Western Ontario, London, 
Ont., and a master’s degree in hospital administra- 
tion from the University of Toronto. For the past two 
years he has been the administrator of the Chicago 
Osteopathic Hospital and business manager of Chi- 
cago College of Osteopathy. 


@ John W. Foley has accepted the position as adminis- 
trator of St. Bernard’s Hospital, Jonesboro, Ark. He 
has been assistant administrator of St. Joseph’s Hos- 
pital for the past nine years. Mr. Foley received his 
master’s degree in hospital administration from St. 
Louis University. | 


@ David A. Garrett has succeeded Fred R. Higginbotham as 
administrator of Baptist Memorial Hospital, San An- 
tonio, Tex. Before joining that hospital he was ad- 
ministrative assistant at John Sealy Hospital, Galves- 
ton, Tex., from 1951 to 1954. Mr. Garrett is a past 
president of the San Antonio Hospital Council. 


@ Thomas A. Harrington, for the past five years associate 
director of Pittsfield (Mass.) General Hospital, has 
been appointed administrator of the Mary Lane Hos- 
pital, Ware, Mass. He received his master’s degree in 


public health and hospital administration from Yale 
University, and served his administrative residency 
at the New England Center Hospital, Boston. He suc- 
ceeds Perry E. Curtis. 


@ Raymond W. Leitner has been appointed assistant ad- 
ministrator of John C. Lincoln Hospital, Phoenix, Ariz. 
He was formerly the assistant administrator at Good 
Samaritan Hospital in Phoenix. In 1958 Mr. Leitner 
received his master’s degree in hospital administra- 
tion from Northwestern University. He served his 
administrative residency at Emanuel Hospital, Port- 
land, Ore. 


@ William A. Mclees, Ph.D., has been named assistant 
administrator at the Indiana University Medical | 
Center. He comes to the medical center from the Con- 
ference of Rehabilitation Centers and Facilities, Inc., 
Evanston, Ill., where he has been associated with the 
organization’s research program. He is a graduate of 
Drake University, and holds a doctorate in hospital 
administration from the State University of Iowa, 
Iowa City. 


® Robert J. Shakno has been appointed evening admin- | 
istrator at Mount Sinai Hospital, Chicago. A graduate 
of Southern Methodist University with a degree in 
business administration, Mr. Shakno received his 


Specialists in a 
specialized field! 


_..in fund raising...it’s NATIONAL! 


Benjamin Franklin said, “Above all, health is our greatest 
natural resource”. Is your community hospital keeping pace 
with the rapid advance of medical science? 


National’s proven record of successful accomplishment in the 
specialized field of hospital fund-raising is unparalleled. 
Write for National's booklet, ‘Partners in Progress'’ today, without 
obligation. 


“Partners in Progress.” 


Gentlemen: Please send Free Copy of your booklet, 


Name 


mosp 


Address 


City— State 


82 Wall St., New York ¢ 600 S. Michigan, Chicago 
1001 Russ Building, San Francisco © 1105 Fulton 
National Bank Bidg., Atlanta © 208 Ridglea State Bank 
Bidg., Fort Worth ¢ 621 — Tower, Dallas « 
410 Asylum Street, Hartford 
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| Childs 
 Recerd Book 


A Child’s Health and 
Education Record pro- 
vides a permanent 
record from birth 
through college of 
developmental his- 
tory, immunizations, 
illness, education, etc. 
Practical, convenient 
size for mother to 
take to school or doc- 
tor’s office. $1.00 
postpaid. Discount to 
doctors and hospitals 
on quantity purchases. 


TAYLOR PUBLICATIONS 


Dept. H, | 1726 South East Street 


Jacksonville, Illinois 
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NOTA BENE! 


The R. D. Grant Company has acquired 
ownership of the Airmass Alternating 
Pressure Pad —the original and univers- 
ally accepted method of preventing and 
treating decubital ulcers. 


We dedicate ourselves to patient welfare. 


WE INTEND 


x to improve our professional communicatiuns 
with doctors and nurses. 

x to expand our training and aietioand ef. 
forts in all hospitals. 

* to program economic assistance to (id est, 
save money for) nursing homes and chronic 
hospitals. 

x to help our medical and hospital equipment 

- dealers sell our products with workable sales 
programs. | 

This will lower the costs of patient care for the 

hospital, the nursing home and the bedfast pa- 


tient at home. 3566-RDG 


AIRMASS CORPORATION 
an operation of 


The R. D. Grant Company 


Dept.H, Hippodrome Building e« Cleveland 15, Ohio 
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master’s degree in hospital administration at Wash- 
ington University School of Medicine, St. Louis, in 
1961. His administrative residency was served at the 
Veterans Administration Hospital in Houston, Tex. 


Special Notes 


3k 


> Tom Gilliam (at right in 
picture), director of 
public relations at Me- 
morial Hospital, Long 
Beach, Calif., was 
awarded the Silver 
Anvil Award of the 
American Public Rela- 
tions Association at the 
association’s conven- 
tion in Atlantic City. 
Memorial Hospital’s 
public relations pro- 
gram was judged the 
nation’s best in the 
hospital field. 


pe 


>» ¢. Henry Hottum, assistant administrator, Methodist 
Hospital, Memphis, Tenn., has been named the recipi- 
ent of the Frederick C. Morgan Individual Achieve- 
ment Award presented annually to the outstanding 
hospital accountant in the nation by the American 
Association of Hospital Accountants. The award, 
which was created in 1959, was presented at the 19th 


annual Institute on Hospital Accounting and Financial 


Management at Indiana University, July 16-22. 


» Father James S. Tong, $.J., executive director of the 
Catholic Hospital Association of India, recently spent 
several days touring the American Hospital Associa- 
tion headquarters in Chicago. Father Tong, who has 
worked in India since 1940, is on a six-month leave 
for the purpose of studying the organization of hospi- 
tal associations in the United States. _ 


Deaths 


George C. Shicks, 68, executive director of St. Barna- 
bas Hospital, Newark, N.J., and former president of 
the New Jersey Hospital Association, died July 16 of 
a heart ailment. 


Mr. Schicks was executive director of St. Barnabas | 


Hospital for 11 years, and previously was dean and 
professor of materia medica and pharmacognosy at 
Valparaiso (Ind.) University, assistant dean and pro- 
fessor of dispensing pharmacy at the Rutgers School 
of Pharmacy and executive director of Perth Amboy 
General Hospital. Mr. Schicks held a doctor of science 
degree from Rhode Island College of Pharmacy. 

Mr. Schicks was the author of many scientific arti- 
cles and papers, and was a member of several nursing 
education advisory committees. He was a trustee of 
the New Jersey Hospital Association, the Greater 
Newark Medical Center, and the New Jersey Phar- 
maceutical Association. He was a fellow of the Ameri- 
can College of Hospital Administrators. 


# NURSES ... like its sanitary cleanliness! 
DOCTORS . . . appreciate its efficacy! 
ADMINISTRATORS . . . like its economy! 


OTHER IMPORTANT FEATURES 


PURE CASTILE LIQUID SOAP * PREVENTS 
SPREAD OF INFECTIONS * EASY-TEAR TAB ON 
DOUBLE-WALL CLEAR PLASTIC BAG * NO DRIP, 
SITS UPRIGHT *« MEASURED ADULT DOSAGE - 


CLEAN * CONVENIENT * PERSONAL 


SAMPLES: You'll be délighted with 
* M-2. Why not write the 
today for generous supply of standard size 
samples. Just address 


PRODUCTS COMPAN 


7OO S. Flower St., Burbank, Calif. 
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Connecticut Insurance Companies Launch 
Major Medical Plan For State Senior Citizens 


A group of insurance firms in Connecticut have joined together, with | 


legislative approval, to make available a new type of major medical 
insurance program to state residents who are 65 or over. 

Connecticut 65 Extended Health Insurance, called a “major break- 
through in voluntary health insurance for senior citizens,” will enable 


eligible persons to obtain low cost 
policies providing up to $10,000 in 
benefits covering of a wide range 
of medical care expenses both in 
and out of the hospital. 

The plan is limited to Connecti- 
cut residents 65 or over—and their 
spouses, if over 55, and not work- 
ing over 30 hours a week—who 
have not been confined in a hospi- 


- tal during the 31 days prior to en- © 


rolling. No qualifying medical ex- 
amination is necessary. 

_ A bill, Public Act 95, authoriz- 
ing Connecticut health insurance 
companies to unite in offering in- 
surance protection to persons 65 
and older “against major financial 
loss from accident or disease’, was 
given unanimous approval by the 
Connecticut General Assembly in 
April. 

The program, the first of its kind 
on a private cooperative basis, was 
recommended to the legislature by 
the companies themselves. Among 
the eleven Associated Connecticut 
Health Insurance Companies spon- 
soring Connecticut 65 are Aetna 
Insurance Company, Connecticut 
General Life Insurance Company 
and the Travelers Insurance Com- 
panies. In order to give wide dis- 
tribution to this protection, all res- 
ident Connecticut agents licensed 
to sell health insurance may write 
this plan, whether or not they are 


affiliated with an associated com- 


pany. 

Eligible persons who enrolled 
during the initial enrollment peri- 
od from Sept. 1-30, 1961, were 
covered as of Oct. 1, 1961. Those 
who were not eligible during that 
enrollment period, but who be- 
come eligible on or after Oct. 1, 
1961, and prior to Jan. 1, 1963, may 
enroll during the month in which 
they first become eligible or during 
the succeeding month. 

Connecticut 65 is designed to 
cover expenses above and beyond 
the limits of normal basic hospital- 
surgical plans. Included are such 
expenses as extended hospitaliza- 


tion, major surgery and other es-— 


sential health services. 


OCTOBER |, 1961, VOL. 35 


The expenses covered by the new 
plan fall in two categories: Type I, 


hospital and convalescent hospital 


charges; and Type II, surgical, 
physician, nursing and charges for 
“other medical supplies and serv- 
ices”. 

The plan offers four basic op- 
tions: A $10,000 lifetime maxi- 
mum major medical at a monthly 
cost of $10; a $5000 lifetime maxi- 
mum major medical at a monthly 
cost of $7.50; a $10,000 lifetime 
maximum major medical plus basic 


A PERSONNEL 


> ADMINISTRATION HANDBOOK 


FOR HOSPITALS AND 
HEALTH INSTITUTIONS 
by Frank D. Murphy, 9% 


A compact, easy-to-use handbook to serve as a ready 


reference in: 
Wage Administration 


Labor Relations 
Collective Bargaining 
Merit Rating 

Health Programs 


Turnover 
Retirement Programs | 


+ + + + H 


Job Evaluation & Analysis 


Induction & Orientation 


Designed specifically for Hospitals and Health Institutions 


of all sizes! 


Based on the _ highly 


Administration Newsletters! 


informative Hospital 


Personnel. 


Only $6.25 - yet it contains a wealth of tested information! 


HPA AND COMPANY 
365 East Division Street 


Fond du Lac, Wisconsin 


Mail . copies of PERSONNEL ADMINISTRATION 
HANDBOOK @ $6.25 ($ enclosed) to: 
NAME POSITION 

‘HOSPITAL 

CITY STATE 
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hospital-surgical insurance at a 
monthly cost of $17, and a $5000 
lifetime maximum major medical 
plus basic hospital-surgical insur- 
ance at a monthly cost of $14.50. 

Connecticut 65 has a deductible 
of $100 plus the amounts pro- 
vided under Connecticut 65 basic, 
whether or not the enrollee has 
this amount of basic coverage. If 
the participant is covered under 
any group or group-type or gov- 
ernmental plan, the benefits under 
such plans will also be taken into 
account. 

The bill authorizing the new pro- 


gram requires that a financial 
summary be furnished to the in- 
surance commissioner of the state 
annually. The Associated Compa- 
nies have comitted themselves to 
administer the plan in such a man- 
ner that any excess of premiums 
over losses, expenses and risk 
charge, will be used for the bene- 
fit of those insured. bad 


Twin Cities’ Hospitals, Nurses 
Agree on New Contract Terms 


The results of formal arbitration 
proceedings on contract terms be- 


STAINLESS 
DELUXE 
AUTOPSY TABLE 


with built-in plumbing | 


Consultations with leading pathologists 

throughout the country resulted in this functionally 

designed and structurally advanced autopsy table. All welded stainless 
steel construction with large radius inside corners, no lapped edges, 
rivets, bolts or other fastening devices facilitates thorough cleaning. The 
knee-operated, quick-opening waste valve and hydro-aspirator valve 
with automatic vacuum breaker are both designed for ease and 
convenience in operation. The Jewett Autopsy Table meets all the 


requirements of modern pathology. 


OPTIONAL 
ACCESSORIES 


Stainless steel adjustable 
head rest slides on rim 
of table for exact posi- 
tioning. 


Stainless steel specimen 
and instrument tray 
slides on rim for easy 
accessibility. 


MANUFACTURERS 
OF REFRIGERATORS 
OF EVERY TYPE 
FOR INSTITUTIONS 
Since 1849 


ILLUSTRATED 
LITERATURE 


Specifications on deluxe 
and standard models free 
on request. You will also 
receive our new brochure 
showing Mortuary, Blood 
Bank, Biological, Milk For- 
mula Refrigerators, and 
Cracked Ice Bins. Specify 
sheet No. 14. 


REFRIGERATOR CoO., INC. 
G LETCHWORTH STREET 
BUFFALO 13, NEW YORK 


tween the Minnesota Nurses’ Asso- 
ciation and the Twin Cities Hospi- 
tal Council were seeesiecnania Sep- 
tember 8. 

Negotiations between the Min- | 
nesota Nurses’ Association and 21 
Minneapolis-St. Paul hospitals 
have resulted in written agree- 
ments in the past. When the last 
of these agreements expired on 
May 31, 1961, negotiating sessions 
and conciliation failed to lead to 
a new agreement, and the dispute 
was submitted to a board of arbi- 
trators in compliance with state . 
law. 

Hearings on requests of the two 
parties for extensions, modifica- 
tions and supplements to the 1959- 
1961 agreements were held July 
24, 25, 28 and 31. Among the items 
included in the award were: 
® A new contract to extend from 
July 1, 1961, to May 31, 1963. 
© A $16 per month increase in the 
basic minimum salary for general 
duty, assistant head and head 
nurses for the contract year 1961- 
1962, and a $15 per month increase 
for 1962-1963. The nurses’ associa- 
tion had requested a $25 increase 
in the basic salaries of $320, $335 
and $360, respectively. 

@ A change in the length-of-serv- 
ice increments which would give 
$40 per month more than provided 
in the basic minimum salary to 
nurses with four years of service 
(formerly five years); $50 per 
month more for five years of serv- 
ice (formerly seven years), and 
$60 per month more after seven 
years. The nurses’ association had 
requested additional increments 
after 8 and 10 years of service. 

@ Head nurse pay for a general 
duty nurse who has served in a 
head nurse capacity for six days 
or more. 

@ “On call’ compensation of $3 for 
each period of eight hours or less, 
graduated up to $8 for each period 
of 20 to 24 hours. 

@ A choice of time and one-half 
or a compensatory day off for 
working on holidays. 

® Terminal vacation pay prorated 
from the schedule established for 
vacations for nurses on leave of 
absence. 

@A suitable retirement pension 
plan to be established by the hos- 
pital and nurses’ associations. 

A request by the hospitals for 
the definition of “week end’’, for 
scheduling purposes, to include 
“any two of the following days: 
Friday, Saturday, Sunday and 
Monday’”’, was denied by the arbi- 
tration board. 
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Super-rugged, fully- 
automatic 200 Ib 
Wosher-Ex- 


Glover 
troctor 


laundry outomo- 
tion ot its finest 
Reosons ore given 
below. 
wosher - extractor 
capacities ore 50, 
100, ond 300 Ibs 
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David G. Hutchison, Supt, 
COMMUNITY HOSPITAL, | 
Boulder, Colo.: ‘Our 100- 
ib. Glover Washer-Extrac- 
tor runs so smoothly we 
can. detect no vibration or 
noise in the adjoining lab 
or in Eye Surgery directly — 
above. And our taundry 
quality. has obviously im- 
proved.” 


represents 


Other 


and better washing and ex- 

iabor and 


body and fee! that the 
trade wants.’’ 


Emmett Sanders, CIRCLE $ 
LAUNDRY & DRY CLEAN- 
ING, Wickenbureg, Ariz.: 
find my 60-ib. Glover 
Washer-Extractor is doing 


t would. Not only does it. 
- $ave time, labor and sup- 

plies, but we get perfect- 
controlled wash every 


look at the 200 and 100- 
1b. machines. 


WASHER-EXTRACTORS 


rate “bouquets” like these . . 
for SOLID REASONS: 


Eight tremendous advantages result from rugged, compact 


‘Sam Swetnam, Owner, 
ECONOMY STEAM LAUN- 


design and arrangement of 


Washer-Extractors: 


e Labor costs cut 50% 


 @ Floor space saved 66% 


e Supplies saved 50% 
e Water consumption ‘cut 50% 


components in Glover Laundry 


e Fuel consumption reduced 30% 

e Fabric life increased 60% 

e Quality improved 100% 

e Initial cost paid out in 20-36 months 


For maximum output per units of time, money and floor 
space, Glover Washer-Extractors are second to none. In addi- 
tion, they are unmatched for rugged, long-lasting dependability. 
- Glover machines have become recognized as the very finest— 
by laundries, hospitals, motor hotels and schools. 


We sincerely invite you to write us at the address below for 


eye-opening Folder WE-11. 


Glover Washer-Extractors offer the widest, most complete 


range of automation in the industry: Semi-Auto- 
matics, Automatics and Fully-Automatics in 50-, 
100-, 200-, and 300-lb. (dry weight) capacities. 


Glover Open-End Washers are the perfect \\% 


companion pieces for specials and re-runs. ( 


DRY, Victoria, 8.C., Can- 
ada: “I’m saving $10,000 


better. We saved 40% in 
floor space. Our washroom 
Staff is cut 40%. And the 
machines wash- cleaner 
and extract drier in fess 
time.’ 


R. George King, Owner- 


LAUNDRY, Fort Smith, Ark.: 
installed two 200-Ib. 
Glover. Washer - Extractors 
two years ago. | have had 
my new 100-Ib. in opera- 
tion two months now, They 
do an exceptionally fine 

on ftinen, industrial 


family bundles. 


TRUMAN ROAD KANSAS CITY 27, ‘MISSOURI 
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annually! Quality. much 


Mgr., ACME CLEANERS- 


aundry, shop towels orf © 


4 
% 
| ‘ 
4 
i = 
: 
~ 
res 


= 


The board also denied requests 
by the nurses for a limitation of 
night duty assignments in any one 
year; an increase of $5 in nignt 
shift differentials; an accumulation 
of 42 sick days instead of the pres- 
ent 36, and an authorization for 
voluntary payroll deductions for 
the Minnesota Nurses’ Association. 
The board said this last request 
was a matter to be decided in talks 
between the two parties. 

The new agreement is retroac- 
tive to July 1, 1961, and will ex- 
tend until May 31, 1963. A written 
notice of desire for modification of 
these provisions must be issued by 


one party to the other at least 60 
days prior to May 31 of any year 
in order to change the agreement.® 


Health Professions To Learn 
‘Medical Self-Help’ Details 


A new program to teach Ameri- 
can families how to survive a na- 
tional emergency by meeting their 
own health needs if deprived of a 
physician’s services will be intro- 
duced to medical and health pro- 
fessions in October by the U.S. 
Public Health Service in coopera- 
tion with the American Medical 
Association. 


Proven in World War 2 


as the life line for 
blood plasma... 


PURE 
LATEX 
TUBING 


Meets Federal Specification ZZ-T831b 


Now... 


the supply line for 
liquids, slurries and 
gases in hospitals 
and laboratories 
the world over 


~~ RUBBER LATEX PRODUCTS, INC. 
Specialists in Pure Latex Tubings since 1941 


CUYAHOGA FALLS, OHIO 
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The program, called the Medical 
Self-Help Training Program, is 
built around the basic information 
a person needs to preserve life and 
health in a natural or man-made 
disaster. It is based on the assump- 
tion that those affected will have 
to care for themselves, using their 
own ingenuity and the resources 
available at the time of disaster. 

The training program was de- 
veloped by the Public Health Serv- 
ice under contract with the Office 
of Civil and Defense Mobilization, 
and with the assistance of the com- 
mittee on disaster medical care of 
the council on national security of 
the American Medical Association. 

The program consists of a refer- 
ence manual, which serves as a 
resource document, and a formal 
training course. | 

The manual, Family Guide— 
Emergency Health Care, contains 
instructions for survival and emer- 
gency health care if a physician 
or organized health services are 
not available for several days to 
several weeks. The manual will be 
distributed initially to health, pro- 
fessional, military and civil de- 
fense personnel. 

To make the conduct of a Medi- 
cal Self-Help Training Program as 
simple and as standardized as pos- 
sible, a training kit has been pro- 
duced which contains such items 
as the instructor’s guide and lesson 
folders; copies of the Family Guide; 
color filmstrips, projector and 
screen, and student handbooks. 

In October, November and De- 
cember 1961, three Medical Self- 
Help Workshops will be held in 
Brooklyn, N.Y., Alameda, Calif., 
and Battle Creek, Mich. Approxi- 
mately 100 professional health per- 
sonnel and civil defense and edu- 
cation leaders will attend each 


- workshop to receive orientation in 


the proposed training program; to 
advise on the content and imple- 
mentation of the program, and to 
obtain training kits to take back to 
their respective states for use in 
development of state programs. 
Subsequently, training kits will be 
available in quantity for distribu- 
tion throughout the country. ba 


George Archambault Chosen 
APhA President-Elect 


George F. Archambult, imme- 
diate past chairman of the Amer- 
ican Pharmaceutical Association 
Council, has been named presi- 
dent elect of the American Phar- 
maceutical Association. He is the 
pharmacy liaison officer to the Of- 
fice of the Surgeon General of the 
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U.S. Public Health Service and 
chief of the pharmacy branch of 
the division of hospitals, U.S. Pub- 
lic Health Service. : 

Councilors elected to a three- 
year term are Grover C. Bowles 
Jr., hospital pharmacist, Memphis, 
Tenn., Robert A. Hardt, Chicago, 
Ill., and Frederick D. Lascoff, New 
York, N.Y. | 

The officers will be installed at 
the conclusion of the association’s 
annual meeting in Las Vegas, Nev.., 
in March 1962. * 


Dr. Watt To Head PHS 


International Activities 


The new head of international 
activities for the U.S. Public Health 
Service (PHS) is James Watt, 
M.D., Surgeon General Luther L. 
Terry announced in September. 

Dr. Watt, who has been director 
of the National Heart Institute 
since 1952, assumed his duties on 
September 11- 


In addition to directing the Divi- ° 


sion of International Health of the 
PHS, Dr. Watt will be the Surgeon 
General’s chief assistant and coun- 
-selor on international health af- 
fairs. He also will be responsible 
for coordinating the diverse and 
rapidly increasing PHS programs 
on the international scene and for 
relating PHS programs to other 
federal and world-wide activities 
in the health field. 

In announcing Dr. Watt’s ap- 
pointment, Surgeon General Terry 
pointed out that the Public Health 
Service has a budget in excess of 
$16 million for varied international 
health activities which include in- 
ternational research and research 
training programs and scientific ex- 
change program with the U.S.S.R. 
‘“‘We expect this amount to increase 
sharply in 1962, and we expect also 
that many of our programs which 


do not now have international im-- 


plications will become involved,”’ 
he continued. 


Hospital Research Project 
Granted $53,992 By PHS 


A research project now under 
way to develop procedures for 
making rational hospital supply 
decisions, with regard to economic 
and human considerations, has 
been awarded a grant of $53,992 
by the Public Health Service. The 
grant was approved by the Sur- 
geon General on behalf of the divi- 
sion of general medical sciences of 
the National Institutes of Health. 

The program, headed by Harold 
E. Smalley of Georgia Institute of 
Technology, includes cost predic- 
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Putthis \ 
olaroid® Land 


Get photomicrographs faster — 
than ever before. The famous 
Polaroid “ten second” picture 
way. The high resolution and 
contrast of Polaroid Land 
films assure the critical image 
quality you want. 
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| Bausch & Lomb ~ 
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Here’s new speed and versa- 
tility in photomicrography- 
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Save the time of developing 
ordinary film. Free the cam-_. 
era for other work. Be sure 
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tion models and decision procedure 


for supply items used in patient 


care and will be subjected to field 
tests in hospitals across the nation. 
The general approach involves the 
use of industrial engineering prin- 
ciples and practices in hospital 
management. 

The project is being conducted 
through the Engineering Experi- 
ment Station in cooperation with 
the School of Industrial Engineer- 
ing at Georgia Institute of Tech- 
nology, Emory University, major 
hospitals in the Atlanta area and 
the Georgia Hospital Association.® 


Millionth Federal Employee 
Enrolled In Blue Cross Plan 


Federal government employees, 
the world’s largest employee group 
protected against the cost of hos- 
pital and medical care, marked the 
enrollment of their one-millionth 
member August 31 in special cer- 
emonies in Washington, D.C. 

John R. Norpel, personnel inves- 
tigator for the State Department, 
was honored as the millionth sub- 
scriber selecting Blue Cross and 
Blue Shield protection under the 
Federal Employees Health Benefits 
Plan. 


HEALTH BENEFITS 


FeOER AL 
A 


THE ONE-MILLIONTH FEDERAL EMPLOYEE to choose Bive Cross and Blue Shield hospital and 
medical cost protection, John R. Norpel (left), personnel investigator for the State Department, 
is assisted by Walter J. McNerney, president of the Blue Cross Association (center) and 
William H. Howard, M.D., president of the National Association of Blue Shield Plans (right) 
in an attempt to get the symbolic identification card into Mr. Norpel's wallet. ; 


About 2.5 million federal em- 
ployees are eligible for hospital 
and medical benefits under a Con- 
gressional act passed in 1959 pro- 


viding for the government to pay 


part of the cost for protection and 
permitting the individual employee 
to choose his carrier from 38 ap- 
proved insurance and prepayment 
organizations. 

Attending the luncheon honor- 
ing Mr. Norpel were Congressional 


leaders, State Department officials, 
Walter J. McNerney, president of 
the national Blue Cross Associa- 
tion and William H. Howard, M.D., 
president of the National Associa- 
tion of Blue Shield Plans. 

During the initial enrollment of 


federal employees, 54 per cent 


chose Blue Cross and Blue Shield. 
A total of 3.2 million persons, in- 
cluding employees’ dependents, are 
now protected by the Blue Cross 


HOSPITALS’ 
YEAR AROUND 


Your personal copy of the 1961 Guide 
Issue, Part II, of HOSPITALS, 
Jj.A.—1.A., attractively bound in a hard 
cover. Price is only: $12.50. 

Order Control Division, American 
Hospital Association, 840 North Lake 
Shore Drive, Chicago 11, Illinois. 


ORDINARY DISPOSERS 


Disposes bulk waste 
Table scraps from up to 2000 settings 
Pulp, pits, pods, cobs, bones 
Paper cups and milk cartons 
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dress us direct for full details. Do it today. 


GRUENDLER 


HEAVY-DUTY 

REDUCTION 

EQUIPMENT CRUSHER & PULVERIZER COMPANY 
—e_ 2915 North Market + St.Louis 6,Mo. | 
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and Blue Shield portion of the pro- 
gram for government workers. ® 


The law in brief 


(Continued from page 142) 


had no more teeth. She endured 
both physical and mental suffering 
as a result. A jury verdict award- 
ing $5500 in damages was sustained 
by the appellate court. The judges 
would give no effect to a consent 
signed by a person who was par- 
tially anesthetized. Moore v. Webb, 
345 S.W. 2d 239 (Kans. City App., 
Mo., 1961). In hospitals, also, con- 


sent forms must be signed prior to- 


initiation of heavy sedation or 
anesthesia. Otherwise they provide 
no protection to the hospital or to 
the persons treating the patient. 


Evaluating hospital 
administration 
(Continued from page 44) 


is asked to be a Robin Hood sort 
of welfare agent and take from 
those who can pay, the cost of serv- 
ing those who cannot pay. This 
method of involuntary taxation 
naturally does not improve the 
evaluations made by the captive 
philanthropists who are caught in 
a hospital bed with their bank bal- 
ances exposed. 

As steward of the community’s 
congregated facilities for medical 
care, the hospital should, of course, 
be evaluated as a social agency. 
All the sick who need its services 
should have access to them: But 
those who evaluate hospital ad- 
ministration on other counts must 
average those evaluations with this 
one. Those whose primary concern 
is with the social purposes of the 
hospital must remember that be- 
ing nonprofit is not the same as 
being financially nonresponsible. 
Nor does the requirement that hos- 
pitals be softhearted mean that 
they must also be softheaded. In 
some circles it is considered clever 
_to accuse the hospital of being a 
bedpan with a cash register at- 
tached to it. Even that sort of bed- 
pan is better than a deteriorated 
one with a bankruptcy sign pasted 
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you Can design 
for 100% 
air recirculation | 


It’s being done every day, with Barnebey-Cheney activated charcoal 
to purify recirculated inside air. And the savings in heating and cool- 
ing costs, as well as reduced initial investment, are substantial. You 
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on it. The test of financial solvency 
is imposed on the hospital just as 
sternly as it is on the most com- 
mercial enterprise in the town. 

5. As an educational enterprise. 


- Among the most diverse purposes 


of the hospital is its role as an 
educational enterprise. That part 
of the public which sees the hos- 
pital only as an institution for the 
care of the sick and injured has 
little idea as to the magnitude of 
the educational responsibilities 
which the hospital has been asked 
to accept. These responsibilities are 


much more than a sideline activity. 

Some concept of the magnitude 
of the educational assignment of 
hospitals can be seen when they 
are compared with the other insti- 
tutions of higher learning in this 
country. During the past year there 
were approximately 2% million 
full-time students enrolled in all 
colleges and universities in the 
United States. At the same time, 
approximately one-quarter million 
full-time students were in formal 
educational programs in American 
hospitals. The comparison is even 
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more significant when related to 
female students alone. There were 
850,000 female students in colleges 
and universities and approximately 
140,000 female students in hospi- 
tals. 

The net educational cost to hos- 
pitals for all students can be safe- 
ly estimated to exceed $200 million 
annually. Recent cost studies in 
Illinois showed the net loss of IIli- 
nois hospital schools of nursing per 
student to be more than $1600 an- 
nually.1 Studies in Rhode Island 
demonstrated a cost per intern and 
resident to exceed $3500 per year. 

The net cost of $200 million can | 
be counted as a contribution by 
hospitals to the general welfare of 
the nation, a contribution which, 
however, did not seem to buy hos- 
pitals overwhelming acclaim. Those 
who evaluated hospitals from the 
economic point of view gave little 
quarter to hospitals on this count. 
Those who evaluated hospitals as 
educational enterprises talked only 
of increasingly higher standards. 
Meanwhile, the public sat by the 
fireside and apparently nodded ap- 
proval as it read in the newspapers 
about hospital costs being investi- 
gated by insurance commissioners 
because of rising costs and then 
read in the best magazines about 
hospitals exploiting student nurses 
and interns. | 

This is not to argue that hospi- 
tals should accept education as a 
purpose of the hospital. The health 
professions must have clinical ex- 
perience, and most of this can be 
provided only in hospitals. Also, 
the quality of patient care is much 
enhanced under the stimulus of a 
teaching environment. Neither is 
this to argue that the educational 
programs of hospitals must not 
meet reasonable standards. It is 
necessary that the educational pro- 
grams of hospitals be evaluated by 
national approval agencies in order 


to assure students and the public 


that acceptable standards are being 
met. Educational evaluations must 
be set and interpreted in the reali- 
ties of the total purposes and re- 
sources of the hospital, however. 
Too, hospitals with educational 
programs must be given considera- 
tion for this service by all those 
who evaluate the hospital on other 
grounds. 

6. As a research enterprise. Med- 
ical research has burgeoned in re- 
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cent years, and ultimately all such 
research must meet the test of 
patient use. This means the hos- 
pital must accept its role as a 
research enterprise if medical sci- 
ence is to continue to advance. 
Those who support medical re- 
search do not seem to recognize 
that hospitals do play such a role. 
Of the half-billion dollars that will 
be provided for medical research 
this year, only a nominal amount 
will find its way into hospital op- 
erating budgets. Yet the role that 
the hospital plays in medical re- 
search is costly on many counts. 
The hospital must not. only bear 
the costs of the free days of care 
and the greatly increased number 
of tests and procedures provided 
for research patients, but in en- 
gaging in research it must also 
provide expensive facilities and 
personnel beyond that required for 
usual patient care. Research also 
imposes the added organizational 
problems of closer supervision and 


control of procedures and tech- . 


niques. 

Hospitals must increasingly ac- 
cept research responsibilities be- 
cause they alone possess the full 
resources necessary for medical 
research. They have no option in 
this regard. They do have a right 
to expect that this responsibility 
will be recognized by all groups 
and individuals who are keeping 
any sort of score on the hospital’s 
performance. 

7. As a religious enterprise. Hos- 
pitals had their origin as religious 
agencies and still remain very 


much spiritually oriented. Perhaps © 


as many as one-fourth of the hos- 
pitals in the United States have 
formal chaplaincy programs. The 
place of religion in the sickroom 
is recognized by all hospitals, and 
special concessions are made to the 
work of the pastor. But the role 
of the hospital as a religious en- 
terprise goes far beyond the min- 
istry.. Approximately one out of 
every three patients admitted to 
the general hospitals of the nation 
during 1959 was admitted to a 
church-owned hospital. This means 
that those hospitals have an im- 
portant additional set of purposes 
to serve. It is to the credit of the 
several denominations which con- 
trol our church-owned hospitals 
that they make minimal denomi- 
national demands of those hospi- 
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tals. But these hospitals are in fact 
arms of religious agencies, and 
the denomination justifiably must 
evaluate them on that basis. 

8. As a community enterprise. 
Hospitals are creatures of their 
community regardless of who owns 
them. They exist as one of the 
responses to the desire of every 
community to provide itself with 
the fullest possible range of com- 
munity services. It is characteristic 
of American communities to seek 
to be self-sufficient. The local hos- 
pital is a symbol of civic concern 
and civic accomplishment. For this 
and other reasons hospitals are not 
created—and do not develop—as 
parts of an integrated system. The 
pressure is more in the other direc- 
tion; hospitals are more likely 
to represent community ambitions 
than efficiency and market consid- 
erations. Many hospitals are small- 
scale and uneconomic-sized enter- 
prises because of the high degree 
of adjacency and convenience most 
communities require of their hos- 
pitals. Hospital administration, 
which seldom is involved in the 
creation of hospitals, can do little 
more than accept life on the terms 


in which it is given by each com- 
munity. 

Hospital administration is af- 
fected not only by the manner in 
which the community creates and 
develops its hospitals, but also by 
the manner in which the communi- 
ty uses its hospitals. Hospitals are 
to a great extent utilized at the 
convenience of the patients. This 
results in large variations in occu- 
pancy over week ends, holidays 
and in certain months. The com- 
munity reserves the right to use 
the hospital at the community’s 
convenience and expects that the 
hospital will stand ready to serve 
at all times. The entrance of the 
hospital is one door that the com- 
munity insists remain open at all 
times. It plans its hospitals on this 
basis with a resulting large stand- 
by capacity. 

The hospital has been developed 
as a community agency and is to 
a large extent subordinate to the 
desires and traditions of the local 
community. Many inefficiencies are 
forced upon the hospital and are 
beyond the control of hospital ad- 


ministration. It may be that the 


cost of such inefficiencies is justi- 
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fiable in terms of the satisfactions 
they provide to the community. It 
is important, however, that these 
community mandates be recognized 
by those who evaluate hospital ad- 
ministration. Hospital administra- 
tion must work within the “givens” 
of the environment in which the 
hospital functions. 

9. As a public enterprise. By and 
large, the nation’s hospital system 
has been developed within the pat- 
tern of our private enterprise sys- 
tem. This has given us a system 
of voluntary hospitals in which 
local control and local autonomy 
have been emphasized. Our private 
enterprise system is a restricted 
system, however, and the public 
has always reserved the right to 
control private action whenever 
the product or service was a matter 
of sufficient public concern. Such 
public control of private enterprise 
is most often imposed where a 
service or a product is vital to 
the public good, and where the 
combined decisions of individual 
consumers could not sufficiently 
influence the decisions of the pro- 
ducers. 

Hospitals are, of course, very 
deeply touched with a public in- 
terest. This was not too significant 
until recent years because almost 
all hospitals are nonprofit enter- 
prises. The development of third- 
party financing of hospitals has 
greatly increased the degree of 
public concern with hospital oper- 
ations. Third-party financing is ac- 


tually public financing, inasmuch 


as the greatest part of the costs 
of hospital care is spread across 
the general population and not just 
across the users of the hospitals’ 
service. Also, the actions of the 
local hospital and the local citizens 
no longer are mainly of local con- 
cern—Blue Cross and other hospi- 
tal care underwriters cover wide 
geographical areas, and local ac- 
tions affect the costs of those far 
removed from the local scene. 
Prepayment brought two new 
and highly influential interest 
groups into the hospital evaluation 
act. Employers and unions have 
great and abiding stakes in hos- 


pital costs. In the long run they 


have an even greater stake in the 
sound development of all the pur- 
poses of the hospital. They must 
recognize that there are no base- 
ment bargains in either adequate 
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Environmental 


prepayment or effective hospital 
performance. 

The role of the hospital as a 
public enterprise has become vast- 
ly accentuated in recent years, and 
this public nature must be taken 
into account by hospital adminis- 
tration. All the other interests 
must accommodate ultimately to 
this interest. Those who evaluate 
the hospital as a public enterprise 
must also make similar accommo- 
dations. Also, those who hold pub- 
lic office, and act in behalf of the 
official public, must recognize the 
legitimate claims of all the several 
interests. Any group which speaks 
for the public has a grave responsi- 
bility to be sure that it speaks for 
the public as well as to the public. 


EVALUATION TODAY IS A TUG OF WAR 


So, we see, the modern hospital 
is indeed a many-sided enterprise. 
It is unique among enterprises be- 
cause of the number of different 
and diverse purposes it is expected 
to serve. It affects the lives of al- 
most every American family each 
year—but in dissimilar ways. The 
sorts of purposes it serves sig- 
nificantly affects the welfare and 


| interests of many organized and 


strong groups. « 

Currently, hospital performance 
is in general being evaluated by 
its parts rather than by its whole. 
This is in part because few indi- 
viduals are ever meaningfully ex- 


| posed concurrently to many of 


the varied sides of the hospital. 
Neither are many individuals tech- 
nically competent to assess the full 
range of performance of the multi- 
plex modern hospital. This piece- 
meal and random sort of evalua- 
tion is resulting in a tug of war 
between the various purposes of 
the hospital and in an increasingly 
obscure image for hospital trus- 
tees and administrators to follow 
in. directing the development of 


_ the nation’s hospitals. The image is 


equally obscure to those who are 
affected by, and those who would 
affect, the hospital. The lack of a 
clear and generally accepted image 
is producing serious inefficiencies 
in the hospital system. 

The clamor over hospital costs 
is retarding hospitals from paying 
adequate wages, causing them to 
close schools of nursing, inhibiting 
them from meeting their responsi- 
bilities to the long-term patient 
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and from meeting many of their 
essential responsibilities effective- 
ly. Demands of the professionals 
for complete autonomy and for 
economic advantage are segmen- 
tizing the hospital into leaseholds 
and concessions. Unrestrained com- 
munity desires and pride are pro- 
liferating the hospital system into 
one of small, uneconomic-sized 
units, causing expensive duplica- 
tion of specialized services and in- 
creasing the number of unutilized 
beds because of mislocation and 
overconstruction. 


The social insistence that full 


hospital care is an unrestricted 
right of everyone, and the social 
failure to adequately reimburse 
the hospital for those unable to 
pay, is making the hospital in- 
creasingly play the role of road 
agent to the pay patient and to 
prepayment plans, as well as wel- 
fare agent. Growing public inter- 
vention into the affairs and opera- 
tions of hospitals, without equal 
public intervention into the prob- 
lems of hospitals, is creating a 
spreading climate of individual 
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irresponsibility toward hospitals 
and prepayment. plans. 

For all these reasons, and many 
more, hospital administration is 
increasingly criticized as being in- 
efficient. Admittedly, hospital ad- 
ministration is proving rather in- 
effectual in its attempt to be all 
things to all involved interests. The 
quality of hospital administration, 
however, is probably equal to that 
of any other field or industry. 
There is every reason that it should 
be. Hospital trustees represent the 
best in management and the pro- 
fessions in each community. Hos- 
pital administrators represent one 
of the best trained groups of pro- 
fessional managers in this country. 
Hospital administration has the 
competence to do the job if there 
can be any general agreement as 
to what the job is. However, the 
best runners never won a race by 
heading in the wrong direction. 
Neither do most people consider it 
fair, or relevant, to judge the run- 
ner without prior agreement as to 
the direction in which the race is 
to be run. 


NATIONAL APPROVAL PROGRAM NEEDED 

Hospital administration can be 
evaluated only in terms of the 
hospital’s purposes. One has to ap- 
preciate and understand all the 
purposes of the hospital in order 
to assess appropriately.the manner 
and degree to which the adminis- 
tration is meeting each of them. 
This means that the evaluation of 
hospital administration must be 


both balanced and informed if it 


is to effectively guide administra- 
tion. Also, it must be authoritative 
if it is to be generally acceptable 
and if it is to withstand the pres- 
sures of the several interested and 
strong groups affected by the hos- 
pital. This indicates the need for 
some sort of national appreval pro- 
gram for hospital. administration 
that can evaluate as authoritatively | 
the quality of hospital administra- 
tion as the Joint Commission on 
Accreditation now evaluates the 
quality of medical practice in the 
hospital. 

It may be that the current pilot 
program in administrative coun- 
seling of the American Hospital 
Association is the genesis of such 
a national evaluation program for 
hospital administration. This would 
require, however, that the program 
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give emphasis to the ends that 
administration should be seeking 
as well as to the means adminis- 


tration is using. It would also re-- 


quire that such an evaluation pro- 
gram have representation from the 
major groups that have a strong, 
special interest in those various 
ends. 

It is what the hospital does in 
relation to its purposes that is ul- 
timately important. If it does not 
recognize the purposes it should 
be serving in its particular com- 
munity, or if it is not permitted 
to give appropriate emphasis to 
each purpose it should be serving, 
the way it is administered is of 


little consequence. The modern 


hospital is a many-sided enterprise, 


. and hospital administration must 


be evaluated in the context of the 
total of all those sides. a 
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areas. A third method is to deter- 
mine the economic ordering quan- 
tity. This consists of establishing 
the most economical order size 
through consideration of a number 
of factors, including ordering cost 
and carrying cost. Graphically, this 
can be represented in terms of to- 
tal variable cost, which is the sum 
of the total ordering cost and total 
inventory carrying cost for a given 
period. 

In these times of increasing re- 
sponsibility for the purchasing 
agent in the over-all management 
picture of the hospital, it is neces- 
sary that scientific principles be 
followed in maintaining adequate 
inventories. 
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ANESTHETISTS-NURSE; immediate open- 
ings in 116-bed general hospital near Pitts- 
burgh. Department headed by Anesthesio- 
logist. Salary open. Liberal employment 
licies. Apply Administrator, Beaver Val- 
ey General Hospital, New Brighton, Pa. 


REGISTERED PHYSICAL THERAPIST: 
New department. 114 bed hospital. Salary 
open rite to: Administrator, Dickinson 

unty Hospitals, Iron Mountain, Michi- 
gan. 


ADMINISTRATOR wanted: 76 bed com- 
munity owned, fully accredited, general 
hospital opened 1958. Salary open, immedi- 
ate placement, submit full resume in letter 
of application with transcr _ of college 
work. Write to Parker D. Childs, President, 
Community Memorial Hospital Assoc. 
Clog nnesota. 
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DIRECTOR OF NURSES: Able to take full 
responsibility of all phases of nursing in 
a 47 bed general hospital. Salary —- 
Based on experience, education etc. 
Administrator: Jess Parrish 
pital, Titusville, Florida. 


PSYCHIATRIC RESIDENCIES IN MARY- 
LAND: 5 yr. program—lIst yr. at Psychis- 
tric Institute of the Univ. of Md. Medical 
School. 2nd yr. in educational of 
one of the State hospitals. 3r r. half- 
time at Psychiatric Institute, half-time in 
Dept. of Mental Hygiene special units. 
Final 2 yrs. as staff psychiatrist in mental 
hosp. Salaries: Ist yr.-$5000-2nd yr.-$6000- 
3rd yr.-$7000-4th yr. $11,540-5th oe. -$12,002. 
Living quarters are available on the hos- 
pital grounds at a nominal rate. The Bal- 
timore-Washington area offers many cul- 
tural and recreational facilities in addition 
to providing a professionally stimulating 
environment. For complete brochure, write 
Dr. Thurmon Mott, Jr. Chief, Division of 
Psychiatric Education and Training, De- 
partment of Mental Hygiene, 301 W. Pres- 
ton Street, Baltimore 1, Maryland. 


EXECUTIVE HOUSEKEEPER: A very de- 
sirable position available immediately for 
an experienced housekeeper to carry on a 
well organized training program and di- 
rg our large housekeeping staff. We are 

450 bed general hospital with complete 
miodarn facilities. You will receive many 
employee benefits including an excellent 
retirement program. Please mail your pro- 
fessional qualifications to the Personnel 
Director, Butterworth Hospital, Grand 
Rapids 3, Michigan. 


DIETITIANS ADA: (female) National 
management organization with impeccable 
professional reputation offers career- 
minded ADA therapeutic and administra- 
tive dietitians exceptional opportunities as 
members of its professional Hospital Divi- 
sion staff. Attractive starting salary. Trav- 
eling moderate to heavy — depending on 
operational requirements. Paid travelin 
expenses. Future based on individua 
growth potential. Submit complete resume, 
including education, internship and work 
background. All inquiries held in strictest 
confidence. Address HOSPITALS, Box 


-4 


DIETITIAN for metabolic research with 
interests in nutritional studies in cancer 
atients. Full-time research clinicians and 
iochemists are undertaking metabolic in- 
vestigations with diets containing specified 
quantities of proteins, vitamins, purines, 
pyrimidines, and drugs. Applicants should 
have experience, ability to devise new 
diets, capacity to supervise small research 
diet kitchen. Salary and benefits attrac- 
tive. Write to: Dr. James F. Holland, Chief 
of Medicine A, Roswe!l Park Memorial 
— 666 Elm Street, Buffalo 3, New 
ork. 


MEDICAL RECORD LI- 

ARIAN for 400 bed accredited private 
hospital. Will consider recent 
uate. Liberal salary range and emp 
benefits. Excellent working 
one of midwest’s foremost institutions. 
Centrally located in city and convenient to 
outstanding residential and shopping fa- 
cilities. Contact Personnel Director, M 
waukee Hospital, 2200 West Kilbourn Ave- 
nue, Milwaukee 3, Wisconsin. 


STAFF DIETITIAN: Excellent opportu- 
nity for Therapeutic Dietitian in 500 bed 
hospital, with intern resident program, 
school of nursin salary open, commen- 
surate with bac erouba, liberal benefit 
program. Apply Personnel Department, 
Christ Hospital, 2139 Auburn Avenue, Cin- 
cinnati, Ohio. 


OROTHEA BOWLBY ASSOCIATES 
8 Souh Michigan Avenue Chicago 3, Ill. 
Suite 603—ANdover 3-5293 
Dorothea Bowlby, Director 
A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Physical Therapists, Occupational Thera- 
pists .. . Engineers, Plant Superintendents, 
Pharmacists, Medical Record Librarians, 
Aneshetists, Public Relations Directors, 
Housekeepers, Bacteriologists, Biochemists, 
Medical Technolo -Ray Technicians, 
Food Service Managers. All inquiries from 
applicants are kept strictly confidential. 


ANESTHETIST; Nurse to work with one 
other anesthetist. Accredited, 68 bed gen- 
eral hospital. Apply to Administrator, Ma- 
rion Memorial Hospital, Marion, Il. 


Attractive opportunity for ADA REGIS- 
TERED DIETITIAN in 500 bed hospital. 
Selection, training and supervision of di- 
etary employees; planning and writing 
modified diets. Salary commensurate with 
background and experience. Liberal ben- 
efits. Apply Personnel Director, Iowa 
Methodist Hospital. Des Moines, Iowa. 


HOSPITAL ADMINISTRATOR of unusual 
ability and experience for 400-bed medical 
center. Fulltime staff. Salary open. Reply 
to HOSPITALS, Box L-10. 


PHYSICIAN, INSTITUTIONAL-Md.-$9320- 
11, 651 (Max. in 6 yrs.). Immediate ap- 
pointments available in Maryland hospi- 
tals. For details write Comm. of Person- 
nel, 301 W. Preston Street, Balto. 1, Md. 


OUR 65th YEAR 


WOOD WAR 


FORMERLY AZNOES 


189 \.Wabash-Chieago, HL 


Founders of the personnel counseling service 
to the medical profession, serving medi- 
cine with distinction over half a century. 


RAndoiph 6-56%2 


ADMINISTRATORS: (a) Adm 600-bd full 
accred gen; to $20,000, reqs degree & 10 yrs 
SF in hsp field; ‘lge town Calif. (b) 
w/min 3 yrs exp, adm hsp 2 units, 
w/1500 empl; exc future, fine sal; E. (c) 
W/degree & extensive exp; adm new $5. 
Million 200-bd hsp; W-coast, (d) Dir of 
Psychology dept; very respon post, lge 
unit; reqs Ph.D. & exper or oe com- 
bnatn to $10,000; E. (e) Adm 100-bd full 
accred w/expansn to 225 underway; reqs 
highly qual man; res suburb MW. (f) Asst 
Adm; res just completd pref; 170-bd full 
accred gen; good sal and 5 rm home w/out 
charge; beautiful area, E. (g) Asst Adm 
425-bd full accred gen row s degree & 5 yrs 
exp; fine oppor in rich SW city. (h) Adm 
Asst; 475-bd med schl affil gen; sal open; 
degree req; historic S city on River. 


ANESTHETISTS: (a) JCAH apprv’d vol 
gen hsp 80 bds; $7200, 50% call fee; resort 
loca; SE. (b) Join 1 other in busy dept, 
60-bd gen hsp; to plus Call; agric 
twn, Ohio. (c) Sm clin & affil sm gen hsp 
$9000, benefits; resort loca; SW. (d) Vol 
gen hsp 200 bds; $7400 base, excel call back 
pay; MW agric city. 


DIRECTOR OF NURSES: (a) M.S. pref to 
hd serv, fully aircond, expand’g to 
nrly 500 beds; to $12,000; lovely lge city, 
SE. (b) MS to hd sch, serv; 55-60, comp! 
faculty; 250-bd gen hsp; to $8500 or more; 
N.Engl. (c) Nurs’g serv only, 500-bd fully 
— gen hsp; ideal loca, lge univ city; 

So. (d) Nurs’g serv in 200- bd vol gen ri 
pers policies; univ, indus city; 


EXECUTIVE POSTS: (i) Bus Mngr, 200-bd 
gen w/huge expansn prog; 21 now in dept; 
to $8400 start, W-coast. (j) Compt, 425 bd 
full accred hsp; univ centr, Mid-E. (k) 
Asst Compt; 525-bd full accred gen; to 
12,000; univ twn, SE. (1) pers dir, 270-bd 
ull accred w/constructn rog underway 
tq 400; exc sal; MW. (m) Purchasg, to in- 
troduce & dir centralized purchasg sev 
units; heavy respons & exc potentl; South. 


EXECUTIVE HOUSEKEEPERS (a) 500-bd 
vol nonprof gen hsp; active outpat, emerg 
rms; lovely lige city, SE coastal loca. (b) 
Full chge Ae g 200-bd Chgo aap: excel sal. 
(c) Req’s superior ind able take full resp 
lge operation, supv abt 100 empl; 450-bd 
gen ‘Sw. expand soon; impor rail, univ 
city, S (d) Able plan trng prog, supv 
staff in busy dept, except fine facil, new 
expan prog has resulted in over 500 bd 
cap; euutaied g MW univ, cultural ctr. 


PHARMACISTS: (a) Chief; vol gen hsp 
fully apprv’d 250-bd facil less than 10 yrs 
old; coll city 100,000; SE. (b) con Cal 
y elig for same; 350-bd 

nr Pac coast. (c) Hd Get. 100- 
bd aed gen hsp; rapidly growing SW 
area; city 50,000. 
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POSITIONS WANTED 


_ Experienced MAINTENANCE ENG 


INEER, 
resently employed medium size hospital 
arge city, full charge buildings, grounds 

and equipment, wishes to relocate small 
oy or rural area. Address HOSPITALS, 


ADMINISTRATOR desires 100-150 — hos- 

pital, East, South, Southwest. 5 yrs. ex- 
rience Hospital Administrator, 10 yrs. 
rector of Nurses. R. 

Administrator, large hospital. Address 

HOSPITALS, Box L-8. 


ADMINISTRATOR: Can shore up institu- 


tion with and medical 


equipment. Age 39 ears experi- 
ence. Address HOSPITALS. S box L-11. 


M. D. ANESTHETIST: Trained and experi* 
enced. Salary or fees. Can also assist as 
poe doctor. Address HOSPITALS, Box 


WOOD WARDS 


FORMERLY AZNOES 


185 V.Wabash- Chicago: 


Founders of the personnel counseling service 
to the medical profession, serving medi- 
cine with distinction over half a century. 


RAndolph 6-5682 


ADMINISTRATOR: Early 40’s; FACHA;: 
MSHA, Northwestern; ce 


OUR 65th YEAR 


dg record of 


ships, two large hsps; exper; past 
4 yrs adm coordinator a ge insti- 
tutns; avail immed for exceptnl appoint- 
mnt, any area; recommd w/out reservatn. 


ASSISTANT ADMINISTRATOR: 30; BS; 
MSHA, gale gps 1 yr adm res & 1 yr 


adm asst 360 oe seeks asst adm, 200- 
bds or Irgr, pref or W; avail now. 


ANESTHESIOLOGISTS: 32; Cert’60; exc 
hsp exp, last 2 yrs anes 475-bd gen; ‘seeks 
dirshp; pref California. 


PATHOLOGISTS: * Cert, both branches; 

beautifully trained to assume directn of 

a ty in hsp 150-bds up; pref New England, 
or W-coast; recommnd. 


36; AOA; Southernr; Dipl, 
diag, thera, & isotopes; 3 yrs univ res; 3 
yrs assoc rad lge hsp; seeks chiefshp, 125- 
225 bd hsp; pref E. 


[Clip and Mail) 
HOSPITALS, Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 
Please schedule the following advertisement for the . issue(s) of HOSPITALS 
(Date of Publication) 
under the following heading: (Thirty-five cents a word; minimum charge $5.00 per insertion.) 
For Sale Instruction Positions Wanted 
Open Services Wanted 
C Check or Money Order Enclosed Signed 
C) Bill the Hospital Title ‘ 
Hospital 
Address 
City & State 
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An example of Avisco Rayons in Industry 


Medical grade Avisco rayon wins the 
absorbency race every time! 


Two balls of different medical fibers are dropped in water 


at the same time. One of them, made of medical grade QUICK REPLY COUPON 11-14 
Avisco rayon, sinks first. Why? Because it ‘“‘wets out”’ 3 sr See 
faster. Industrial Merchandising Division 
3 American Viscose Corporation 
This type of Avisco rayon not only absorbs fluids faster _ 350 Fifth Avenue, New York 1, N.Y. 
and in greater quantity, but. also has many other ad- 
commend to the Please contact me about Avisco Rayons for use in the 
supplier. Avisco rayon staple is practically lint free, has Sea aR 
a minimum of short fibers to pull out on swabbing. 
What’s more, it is clean with no trace of foreign particles. - Name 


It does not lose absorbency on the shelf and has no static 
hazard, the only man-made fiber permitted for operating ‘Company 
room use by NFPA Code for Use of Flammable Address 

Anesthetics #56. 


Let us know if you’d like more information. 


AVISCO 


City se Zone State 


AMERICAN VISCOSE CORPORATION, 350 Fifth Avenue, New York 1, N. Y. 
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PRESSURE. 


x 
Recessed or Cabinet 
Models... 16’’x 16’’x 24” or 
20’’x 20’’x 36’’ chamber sizes 


"The scope of Amsco Square Sterilizers is as 
broad as their dependability is certain. 

The basic design is adaptable to Dressing, 
High Speed Instrument, Milk Formula or 
Laboratory installations. 

For example, in just a few minutes this 
O. R. Nurse will return to surgery with a tray 
of sterile instruments, ready for the surgeon’s 
immediate use . . . thanks to Amsco’s high 
speed Pressure Instrument Sterilizer. 

Final assurance of the reliability of these 
superior sterilizers is provided by the most 
positive sterilizer control ever designed .. . 
Cyclomatic ...a device at eye level which auto- 
matically programs the selected cycle from start 
to finish, without attention from the operator. 

Square Pressure Sterilizers may be adapted 
at the factory to meet your specific needs. 
Write for bulletins SC-362 and SC-312. 


AMERICAN 
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ERIE*PENNSYLVANIA 


World’s largest designer and manufacturer of 
Sterilizers, Operating Tables, Lights and 
related equipment for hospitals 
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